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NEW “SPACE AGE” HOSPITAL 


uses HAUSTED Wheel Stretchers 


Exclusively! 


New Memorial Hospital of Long Beach, Calif., called 
a ‘Space Age” hospital because of its extremely 
modern facilities, including a heliport, electronic 
message system, electronic transcribing system, 
etc., chose Hausted Wheel Stretchers for Recovery, 


Ask your Simmons Contract hy 


representative for a 
live demonstration 


Emergency, X-Ray and all their patient handling. 


This ultra-modern hospital’s preference for 
Hausted equipment bears out the Hausted slogan, 
“Tomorrow’s Equipment Today.” 
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New AKLO’ Heat Filter makes 
Carst£Le_Surgical Lights 





the coolest ever ! 


® COOLEST LIGHT! Special-formula glass re- 
moves nearly 100% of the hot infra-red; only the 
cool “‘visual”’ light rays get through. 

@ NATURAL LIGHT! Aklo-filtered light in- 
cludes all the colors of the spectrum in ideal pro- 
portion—the closest thing to natural daylight. 


@ UNIFORM LIGHT! Geometric diffusing pat- 
tern, molded right into the glass, breaks up fila- 
ment images, distributes light evenly. 


Aklo makes a difference you can actually see and 
feel. It’s standard in all new Castle ‘60’ Series, 
“50” Series, “‘19” and “24” Lights. Ask your 
Castle Light dealer about it. Or write us. 


*Trademark 
Corning Glass Works 


LIGHTS AND STERILIZERS 
WILMOT CASTLE CO., 1802-12 E. HENRIETTA RD. 
Subsidiary of Ritter Company !nc. 

ROCHESTER 18, N.Y. 





an important solution 
in the 
management of 
resistant staphylococcus infections 
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we | Penicillin (131,056-fold increase) | _____ 











Fold Increase in Resistance 





Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 
COCIN AND PENICILLIN—Development of resistance to Vancocin has 
not yet been demonstrated clinically. It is even difficult to ‘force’ devel- ishsnisAiemeatiadiiiias 


opment of resistance in laboratory studies 


e Vancocin is bactericidal in readily achieved serum concentrations. 


e Vancocin is effective against antibiotic-resistant gram-positive pathogens. 


Cross-resistance does not occur. 


e Vancocin averts the development of antibiotic-resistant organisms. 


Supplied: 
Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before administra- 
tion, the physician should consult essential information contained in the package. 


INDIANAPOLIS 6, INDIANA, U.S.A. 


030101 
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Newfom SIMMONS 


the motorized bed that costs little more than 


Now every hospital can have the advantages of 
motorized equipment. Dual-Hite costs little more 
than most manually operated beds. The difference is 
not in quality, but in the development of an entirely 
new and simplified principle. With Dual-Hite, the 
spring actually changes height! 

When in bed, the patient selects the most com- 
fortable posture position by using the hand-held 


switch. To get out of bed, the patient engages an 
easy-to-reach lever which changes the spring move- 
ment to lower the foot section as the head section 
is raised. The patient then can get out of bed easily 
and conveniently from the low, sitting position. 

Dual-Hite, in colors or with Textolite panels, is a 
Simmons’ patented exclusive. Completely explained 
in an illustrated folder. Write for it. 
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a as Sabato 


FOR SLEEPING or examination, 
the patient lies at a convenient 
nursing height. 





manual models 
| SIMMONS COMPANY FOR GETTING OUT OF BED, the patient is raised 


CONTRACT DIVISION to a high sitting position as the spring lowers. 


Merchandise Mart « Chicago 54, Illinois 


DISPLAY ROOMS: Chicago « New York e Atianta « Columbus 
Dalias « San Francisco « Los Angeles 
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CUTS FILTRATION 


Clinical 
and 
Research 
Procedures 


SPINCRAFT 


AUTOMATIC SPEEDFILTER 


Provides extremely fast, high pressure, 
fully automatic filtration of large volumes 
of light or heavy precipitates. Cuts filtra- 
tion time to minutes! 


Originally developed for rapid concentra- 
tion of pituitary gonadotropin from urine. 
Equally valuable for high speed filtration 
of other suspensions. 

Highest quality stainless steel construc- 
tion throughout. Completely automatic 
cycle and positive pressure control. Con- 
verts to ultrafilter with simple change of 
filters. 


References: A. Albert, Procedure for Routine 
Clinical Determination of Urinary Gonadotro- 
in; Proceedings of the Staff Meetings of the 
ayo Clinic, 30:552-555, 1955. 
A. Albert: Human Urinary Gonadotropin; Re- 
cent Progress in Hormone Research, 12: 227- 
301, 1956; Academic Press, Inc., N.Y., N.Y. 
A. Albert, Mechanical Improvements in the 
Automatic Filtration Apparatus Designed for 
Concentration of Human Pituitary Gonadotro- 
in; Proceedings of the Staff Meetings of the 
ayo Clinic, 33: 115-116, 1958. 


For further information call or write: 


4115 W. STATE ST., MILWAUKEE, WISCONSIN 











hashital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 


Feb. 1-2—Midyear Conference of Presidents and Secretaries, 
Chicago (AHA Headquarters) 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH MAY 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


DECEMBER 


American Association for the Advancement of Science, 
Philadelphia 


JANUARY 


Puerto Rico Hospital Association, Santurce (Medical Asso- 
ciation Bldg.) 

16-19 Evening and Night Nursing Service Administration, Tulsa, 
Okla. (Mayo Hotel) 

16-20 Nurse Anesthetists, St. Louis (Coronado Hotel) 

18-20 Labor Relations, Boston (Somerset Hotel) 

19-20 Alabama Hospital Association, Montgomery (Whitley Hotel) 

23-24 National Association of Private Psychiatric Hospitals, 
Scottsdale, Ariz. (Safari Hotel) 

23-27 Hospital Purchasing, Minneapolis (Pick-Nicollet Hotel) 

30-Feb. 3 American Protestant Hospital Association, Kansas City 
(Muehlebach Hotel) 

30-Feb. 3 Central Service Administration, Boston (Somerset Hotel) 


FEBRUARY 


2-4 American College of Hospital Administrators, Fourth An- 
nual Congress on Administration, Chicago (Morrison Hotel) 
4-7 American Medical Association, Congress on Medical Educa- 
tion and Licensure, Chicago (Palmer House) 
8-10 Community Relations for Hospital Auxiliaries, Chicago 
(AHA Headquarters) 
13-16 Association of Operating Room Nurses, San Francisco 
(Whitcomb Hotel) 
13-17 Dietary Department Administration, Oklahoma City (Okla- 
homa-Biltmore Hotel) 
23-25 Louisiana Hospital Association, Shreveport (Captain Shreve 
Hotel) 
27-Mar. 1 Management Development, Chicago (AHA Head- 
quarters) 
27-Mar. 3 Nursing Service Administration, Houston, Tex. (Rice 
Hotel) 


MARCH 


3-16 National Health Council, National Health Forum, New York 
City (Waldorf-Astoria) 
6-8 Hospital Law, Austin, Tex. (Commodore Perry Hotel) 
6-10 Hospital Purchasing, Pittsburgh (Penn-Sheraton Hotel) 
16 Wisconsin Hospital Association, Milwaukee (Schroeder 
Hotel) 
20-22 Personnel Administration (Basic), Chicago (AHA Head- 
quarters) 
20-22 New England Hospital Assembly, Boston (Hotel Statler) 
20-23 Obstetrical Nursing Administration, Los Angeles (Statler 
Hilton Hotel) 
21-23 Kentucky Hospital Association, Lexington 
23-24 Georgia Hospital Association, Atlanta (Biltmore Hotel) 
27-29 Methods Improvement (Advanced), Chicago (AHA Head- 


quarters) 
APRIL 


4-7 Ohio Hospital Association, Columbus 
5-7 Capital Financing of Hospitals, Chicago (AHA Head- 
quarters) 
10-14 National League for Nursing, Cleveland 


(Continued on page 120) 
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rE ] e FULL POWER POSITIONING 
a -) FULL TIME MECHANICAL CONTROLS 
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TWO-WAY ELEVATION 
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This label: 


KOROSEAL 


guarantees extra 
sheeting service! 


You are guaranteed extra wear 
from hospital sheeting by look- 
ing for one name: Koroseal. 

Koroseal sheeting outlasts 
ordinary products. It’s water- 
proof, crease-proof, and resist- 
ant to stains. It’s easily washed 
with soap and water, deters 
odor—and can be autoclaved 
without sticking, cracking or 
falling apart. Koroseal often 
outlasts other products by 
years. 

If cost-saving is your objec- 
tive, demand Koroseal sheet- 
ing. It’s by far the least expen- 
sive in the long run—and meets 
rigid specifications. 

For information about Koro- 
seal hospital sheetings and 
films, eall your dealer—or 
write to: Hospital and Surgical 
Supplies Department, The 
B.F.Goodrich Company, 


Akron 18, Ohio. 


BEGoodrich 


Hospital and 
Surgical Supplies 


HOSPITALS, J.A.H.A. 





If it says Sexton outside 





you're getting the finest inside! 





For over 75 years the Sexton label has appeared only on foods of the very 
first quality—foods picked, prepared and packed with extreme care and skill. 
Discover—along with the country’s most popular eating places—what 

a wonderful difference quality food can make in your operation. 


Coast to coast delivery service. 





EARLY JUNE 


SALT AND SUGAR ADDED ceili ill S 


OIsTRiBUTED BY 


‘ O70 CD 
eS Yohm Sorton ¥ Co. A 
> STABLISMEO 1p09 . CHICAGO EO 


JOHN SEXTON & CO., CHICAGO « LONG ISLAND CITY - BOSTON 
PHILADELPHIA + PITTSBURGH + DETROIT » INDIANAPOLIS 
ATLANTA - DALLAS - SAN FRANCISCO 
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automatic 
tying of 
umbilical cord 
in 20 seconds 
with the 
ORAVLEE CUNT 

















by SKLAR 


Fok ot nae ="°* || The Graviee Gun provides a sim- oe 


Additional pull slips sterile 


Slack cord is looped over 
rubber band around cord. 


from umbilicus. 
ple, positive, one-hand method 


for ligating umbilical cords of 
any size. Assures immediate and 
permanent hemostasis . . . pre- 

vents neonatal stump infections ree misteiatly of ia 
resulting from contaminated , ligated cord. 
tapes or hands. Cords may be SY 
stripped if desired. The Gravlee 
Gun is sterilized by any of the 
[33 — conventional methods.! 


into barrel. 


























Cord is clamped distally 
and cut in the usual manner. 


























Write for reprint and descriptive literature: 
J. Sklar Manufacturing Co., Long Island City 4, N.Y. 














1. Graviee, L. C., and Jones, W. N.: Obst. & Gynec. 15:43 (Jan.) 1960. # u. s. PAT. NO. 2,942,604, 
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Another Davol Exclusive 


ANNOUNCING 
DAVOL 


ITEMS FOR 


*Personal Patient Protection 


...a line of completely functional and labor- 
saving disposables involving mass daily routines 





hee : Assures patient safety by reducing danger 
of cross infection. 


catheterization of one patient. Can be stored 4 
easily where needed for immediate use. ¢ 


ECONOMY: Eliminates autoclaving-and-labor 
expense of hospital-prepared sets. 


ides 
|“ CONVENIENCE: Contains all necessary Items for 


Disposabje Catheterization Set contains these sterile items: 

New All-Purpose Rubber Catheter for use where 14 or 16 French is 
desired (optional) » Twin-Basin Tray - Specimen Container 

+ Lubricant » 8 Cotton Balls - Pickup Clip + Plastic Gloves 

* Plastic-coated Towel +» Plastic Cover 





Disposable Prep Set contains: 
Twin-Basin Tray « Razor (with blade) 
‘ ‘ - 3 All-Gauze Sponges + Towel 
Now Available From Your Hospital Supply Dealer. . 6 Cotton Balls « Plastic Cover 
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introducing the authors — 


John R. Seale, M.D., senior medical 
registrar at St. Mary’s Hospital, 
London, England, discusses the 
progress and 
problems of 
Great Britain’s 
National Health 
Service (p. 50). 

Dr. Seale has 
been given nu- 
merous academ- 
ic distinctions on 
both the under- 
graduate and 
postgraduate 
levels. While 
studying for his B.A. degree at St. 
John’s College at Cambridge, Dr. 
Seale was the recipient of four com- 
mendations of superior scholarship. 
On the postgraduate level, he has 
been awarded the Goodman Travel- 
ing Scholarship which permitted 
him to spend three months in the 
United States studying interna- 
tional relations. In 1958 Dr. Seale 
was named recipient of the Good- 
Fellowship which 


DR. SEALE 


win Traveling 





provided for one year’s study and 
research at the Harvard University 
Graduate School of Business Ad- 
ministration. This year the British 
Medical Association awarded him 
a research fellowship to further 
his studies on national expendi- 
tures on medical care. 

Dr. Seale’s practice of medicine 
began in 1951 after graduation 
from Cambridge University with 
an M.B. degree. His first assign- 
ment was at St. Thomas Hospital, 
London, where he served succes- 
sively as casualty officer, house 
physician and demonstrator in pa- 
thology. After two years of active 
duty in the Royal Army Medical 
Corps, Dr. Seale was appointed 
house physician at Brompton Hos- 
pital, London, in 1955. He was 
then assigned as assistant house 
physician at the National Hospital 
for Nervous Diseases, London. He 
next served as medical registrar 
at St. Mary’s Hospital, London, for 
one year before being appointed to 
his present position as senior med- 





AMERICA’S NUMBER ONE NURSER 


Build hospital 
good will 

at no cost with 
evenflo 
take home 
formula plan 


Mothers appreciate the convenience of 
a full day’s supply of formula ready 
to use when they face their first day 
at home. You can provide this good- 
will service at a saving to them—and 
to your hospital—with Evenflo’s Take 
Home Formula Plan. 

e Simply offer mothers 6 filled Even- 
flo Nursers in a convenient carry- 
out carton—at the same price they 
would pay for the empty nursers. 

e Purchase the nursers, complete with 
bottle, patented Nipple, cap and 
disc, at hospital rates and your gift 





shop or hospital auxiliary benefits. 
© Special order forms for mothers to 

fill out are supplied to you. 
In addition, you are supplying mothers 
with the nurser they are most likely to 
select themselves—Evenflo Nursers— 
used by more mothers than all other 
nursers combined ... according to inde- 
pendent surveys. 

For further information, see your local 
Evenflo distributor, or write Evenflo 
Ravenna, Ohio. 


evenflo° 


RAVENNA, OHIO 











ical registrar at the hospital in 
1957. 

Dr. Seale also holds M.A. and 
M.D. degrees from Cambridge 
University. 


Gene Tashman, director of voca- 
tional services at Sunnyview Or- 
thopaedic and Rehabilitation 
Center, Sche- 
nectady, N.Y., 
describes the 
center’s recrea- 
tion program 
for patients of 
all ages (p. 45). 

Mr. Tashman 
joined the cen- 
ter’s staff in 
February 1958. 
His initial du- 
ties included di- 
rectorship of recreation and volun- 
teer services during the period that 
the center’s vocational department 
was being constructed. 

Mr. Tashman brings to his posi- 
tion broad academic preparation in 
vocational education, guidance and 
administration. He received his 
B.S. degree from the State Univer- 
sity of New York at Oswego and 
his M.S. degree from the State 
University of New York at Albany. 
In addition, Mr. Tashman has 
studied vocational rehabilitation at 
the Institute for the Crippled and 
Disabled in New York under a 
grant from the Office of Vocation- 
al Rehabilitation, Department of 
Health, Education, and Welfare. He 
pursued graduate study in the same 
field at the Institute of Physical 
Medicine and Rehabilitation in 
New York under a fellowship from 
the National Society for Crippled 
Children and Adults. 


MR. TASHMAN 


Monroe M. Title, assistant director 
of Brent General Hospital, Detroit, 
reports the findings of a survey 
on current use 
of disposables in 
hospitals in the 
greater Detroit 
area (p. 73). He 
also serves as 
consultant at 
the Dearborn 
(Mich.) Medical 
Centre Hospital. 

Before join- 
ing the Brent 
Hospital staff in 
1953, Mr. Title served as adminis- 

(Continued on page 120) 
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LOOK TO THE FUTURE WITH ROYAL 


Cases are sound-deadened and sealed against dust. Stainless steel 
drawer pulls are fully recessed. There are no screws to loosen or 
come out on puils—or on backs and side panels. Exterior frame in 
Satin Chrome or Plastelle enamel, interchangeable tops, legs, panels 
and drawer fronts all assure you of carefree beauty that will last. 


NEW CHALET room furniture by Royal is your best investment. 
The furniture with the built-in future, Chalet is the latest of Royal’s 
complete lines for hospitals and nursing homes. So durable, it’s guar- 
anteed for 10 years; so economical, it pays to buy now. Sturdy O-frame 
construction assures rigid durability and maintenance-free service. 

Chalet’s Four-Drawer Dresser Desk makes the most of room space with good 


looks and strength to spare. Self-edge Royaloid top defies damage and wear. 
Write for full information. ROYAL METAL MANUFACTURING COMPANY, Dept. 

27-L One Park Avenue, New York 16, N. Y. In Canada—Galt, Ontario. SHOW- 8 
ROOMS: New York, Chicago, Los Angeles, San Francisco, Seattle; Galt, Ontario. HOSPITAL 


FURNITURE 
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17 18 19 20 21 22 23 
24 29 30 


SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER SEPTEMBER 


53 SEPTEMBER 


MARK YOUR CALENDAR 


NOW 


SEPTEMBER 25-28 
63rd Annual Meeting 
‘and 
Hospital Merchandise Mart 


Atlantic City 


For information write: AMERICAN HOSPITAL ASSOCIATION® 840 North Lake Shore DriveeChicago 11 
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Help to reduce transfer 
of ora pat nove ns sina “Staph” 


75% profit... 
on each 
Cépacol Bedside 
Bottle... 
') this is an 
- exclusive, specially 
4 priced hospital, 


ALCOHOL 16% 
Tratemares Chesca Conpeyal®  $ Puinet 1245508 


BEDSIDE BOTTLE 


antibacterial mouthwash / gargle 


Hospital Department C-2 
The Wm. S. Merrell Company 
Cincinnati 15, Ohio 


I would like to receive... 


e destroys wide range of oral bacteria on 
contact e improves oral hygiene of bedfast 
patients e overcomes unpleasant taste — 
promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate e saves pharmacists’ and nurses’ 
time 


[] A complimentary sample of Cépacol 
[_] Professional literature on Cépacol 


Name 





Position 





for full details see your Merrell representative 


or write Hospital Department in care of Merrell 
Address 





City Zone___ State 





THE WM.S. MERRELL COMPANY 
CINCINNATI, OHIO ¢ 8ST. THOMAS, ONTARIO 


TRADEMARK: ® 
TRADEMARK: CEPACOL® the, a 


Eracor\®) ‘ 


c 
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SP© RDEXK 


3 
x P se 

ni sporogenes 

lg SpateRapstation: 100,000 (overage) 


AMERICAN 
STERILIZER 





bacterial spore strips 


Makes Available To Every Hospital 





e A positive test of sterilizing efficiency 
@ Through a simple technic 


@ Involving organisms of known populations 
in three established heat resistances 


@ For culture tests to be completed in the 
hospital laboratory or, at a modest 
additional cost, by the AMSCO Research 
Laboratory. 


BACTERIAL SPORE STRIPS 


A dependable and safe biological index for dete 


the eficiency of sterilization 


Write today for complete 
information about this long 





awaited development... 


bulletin MC-575. 


A M E R 3 A N World's largest Designer and Manufacturer of 
Sterilizers, Surgical Tables, Lights and 
ST E R | LI Y si E R related technical equipment. 


ERIE*PENNSYLVANIA 
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SPECIAL REPORT 





FOREIGN GRADUATE 
DEADLINE STANDS 


hee DECEMBER 31, 1960, deadline for uncertified (or 
unlicensed) graduates of foreign medical schools 
stands. 

On November 30, the House of Delegates of the 
American Medical Association spurned suggestions 
that the effective date be delayed and reaffirmed, as 
had the American Hospital Association two weeks 
earlier, the position that: 

After December 31, 1960, uncertified or unlicensed 
graduates of foreign medical schools may not be in 
patient care situations in United States hospitals and 
their presence can cause loss of approval of intern- 
ship or residency programs by the American Medical 
Association or listing by the American Hospital 
Association (and its corollary, accreditation by the 
Joint Commission on Accreditation of Hospitals). 


A STOPGAP MECHANISM 


Without retreating from this position, the AMA did 
provide a stopgap mechanism to permit foreign 
graduates in approved programs to remain in this 
country in nonpatient care situations, while prepar- 
ing to take the examination given by the Educational 
Council for Foreign Medical Graduates again next 
April. This stopgap provision—concurred in by the 
AHA and the State Department—ends on June 30, 
1961. 

In further attempts to lessen fears of a mass evic- 
tion of foreign-trained physicians, the AMA’s Leland 
S. McKittrick, M.D., chairman of the Council on 
Medical Education and Hospitals, promised that tne 
program would be administered judiciously, an as- 
surance previously given by the AHA. 

In a special report to the House, the Council on 
Medical Education and Hospitals formally stated 
what it had previously announced publicly the week 
before: 

“That through mutual agreement with the State 
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Department in Washington, the American Medical 
Association, the American Hospital Association, and 
the Association of American Medical Colleges, hospi- 
tals will be urged to develop a special educational 
program for this group of foreign graduates who 
failed. The program, however, will not involve pa- 
tient care. The proposal calls for the program to be 
carried out until June 30, 1961. This will permit the 
U.S. Immigration and Naturalization Service to 
extend the educational exchange visas of these foreign 





The Board of Trustees of the American 
Hospital Association considered the prob- 
lem of the foreign medical graduate at its 
meeting of November 18, 1960, and took 
the following action: 





VOTED 


“To affirm the following policy with respect 
to graduates of foreign medical schools: 


“To again advise hospitals to accept foreign 
medical graduates only if they have a full and 
unrestricted state license to practice, or a per- 
manent or temporary certificate of the Educa- 
tional Council for Foreign Medical Graduates; 
further, 


“To reaffirm that after December 31, 1960, 
the Association shall not list any hospital, or 
renew the listing of any hospital having on its 
staff in a patient care situation any graduate 
of a foreign medical school who does not have 
a full and unrestricted state license to practice, 
or who has not been permanently or tempo- 
rarily certified by the Educational Council for 
Foreign Medical Graduates.” 











doctors and enable them to take the ECFMG exami- 
nation next April 4th.” 


A FLURRY OF HEADLINES 


It is the plight of those physicians in the United 
States under exchange stucent visas, which has pro- 
duced a ‘flurry of headlines on the foreign graduate 
subject. These students are admitted to the United 
States and may remain in the United States only so 
long as they are in an educational program approved 
by the State Department. The State Department has 
accepted AMA’s approval of internships and resi- 
dencies as its standard. Therefore, removal of AMA 
approval from a residency or internship program be- 
cause of the presence of an uncertified or unlicensed 
foreign student in it would subject that student and 
any others who were certified but who remained in 
it to the peril of losing their exchange visas. 

As the deadline approached, the expected headlines 
and resolutions materialized. Pennsylvania wanted 
the deadline extended to June 30, 1961, without any 
provisos concerning the patient care status of these 
foreign medical graduates. New Jersey wanted the 
cut-off moved for a whole year to the end of 1961. 
Massachusetts produced a resolution incorporating 
what amounted to a “grandfather” clause. Massachu- 
setts recommended “that no foreign medical graduate 
who began his postgraduate training in this country 
on or before July 1, 1960, should have his current 
training program terminated before July 1, 1963, or 
before completing three years of training, whichever 
comes first, solely because of marks received on an 
examination of the Educational Council for Foreign 


Medical Graduates.” 


A BREACH OF FAITH 


The reference committee (a unit of the House which 
studies resolutions and then reports its findings to 
the full House of Delegates for action) brushed aside 
these “put-it-off-again” resolutions with the state- 
ment that “any modification of (the AMA’s current) 
policies at this time would, in the opinion of your 
reference committee, be a breach of faith with those 
who have already complied with our announced 
policies and would be deleterious to the best interest 
of the public.” 

The House of Delegates bid for a little bit of leni- 
ency, but then turned this down and stood firm. 

In a related action, the House urged the National 
Intern Matching Program to reconsider its position 
that all foreign graduates be appointed under the Na- 
tional Intern Matching Program by 1962. The refer- 
ence committee did state its agreement with the 
principle that all graduates of foreign medical schools 
be included in NIMP under the same circumstances 
as graduates of medical schools in the United States. 
But the reference committee thought that implemen- 
tation at this time would be difficult and confusing. 
Therefore, the reconsideration resolution was adopted. 

The annual clinical session of the AMA’s House in 
Washington, D.C., November 28-30, had other things 
on its mind besides foreign medical graduates. 

It considered such items as the following: 

1. Kerr-Mills Bill for medical assistance to the 
needy aged, reiterating its support for it. 


2. The social security approach for financing the 
health care of the aged, reiterating its opposition to it. 

3. Free choice of physicians, taking the expected 
view that it wanted no tampering with this. 

4. A determined effort to extend voluntary health 
insurance through, at the outset, a meeting between 
the AMA, Blue Shield, AHA and Blue Cross. 

5. Osteopathy—faced with a plea for clarification 
of this perennial problem, the House approved a 
report indicating that some progress is being made 
in liaison between the AMA and the American Oste- 
opathic Association and this was all under study. 

6. Accreditation of hospitals, reiterated its opposi- 
tion to the arbitrary meeting attendance standard in 
effect and heard with undisguised glee that the revi- 
sion of the JCAH standards leaves the determination 
of the meeting requirements to the local level, subject 
to approval by the Commission as to adequacy. 


ORATORY AND RESOLUTIONS 


The most fervid oratory and resolutions and the 
most headlines were on the subject of the health care 
of the aged. 

In a presession meeting held on November 28 in 
Washington, the Kerr-Mills Bill passed by the last 
Congress on this subject was described and ap- 
plauded. C. Joseph Stetler, director, Legal and Socio- 
economic Division, AMA, urged members of medical 
societies to remember that the Kerr-Mills Bill “is a 
substantial, significant piece of legislation designed to 
provide proper and complete care to those who really 
need help. It requires no apologies, nor should it ever 
be forced to take back seat to ‘Forand-type’ legisla- 
tion.” He said it was much superior to use of the 
social security mechanism, such as was proposed by 
Rep. Aime Forand (D-R.I.). He said that there has 
“seldom been a program tailored so exactly to the 
specifications suggested by organized medicine” as 
the Kerr-Mills Bill. 

Mr. Stetler was the kickoff man for the AMA in 
urging support and active implementation of Kerr- 
Mills. Ernest B. Howard, M.D., assistant executive 
vice president of the AMA, took the same role in 
the campaign against the social security approach. 
He said that the social security approach provided 
help for people regardless of need or desire while 
the Kerr-Mills approach provided help for those who 
need help. He said it was the medical profession’s 
responsibility “to take action to remain free—free 
from onerous federal regulation”. He said there had 
been a campaign to destroy and discredit the Kerr- 
Mills Bill and to set the stage for the social security 
approach. He said this was an effective campaign as 
evidenced by the fact that the social security ap- 
proach was a strong campaign point by President- 
elect John F. Kennedy. 


A CHANGE OF CLIMATE 


Admitting that the victory for Mr. Kennedy in 
November had produced a legislative situation which 
was “not so favorable as it was”, Dr. Howard argued 
vehemently against a defeatist attitude. He said the 
medical profession couldn’t win its fight against social 
security if the medical profession thought it couldn’t 
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A Note of Thanks 
Here is the report of one of the AMA’s House 
of Delegates’ Reference Committees—in full: 


Mr. Speaker and members of the House of 
Delegates: 





The Committee met. There was no busi- 
ness to transact. We wish to thank all those 
who did not appear. The committee felt 


that it was a most successful meeting, and 
having no business to attend to, promptly 


adjourned. 
Mr. Speaker, I move the adoption of the 
report as a whole. 


There was no dissent. 





J 





win; if the profession took the attitude that it was 
now time to say “how can we live with this legislation” 
and negotiated to see how, its harmful effects could 
be minimized. Dr. Howard said that the surest way to 
a complete rout is for medicine to admit defeat and to 
sit across the table and to ask the proponents of this 
type of care “what will you give us.” He said that 
medicine’s “only chance of getting a circumscribed 
breakthrough—such as only hospital care or nursing 
care, and I don’t think this is inevitable and it cer- 
tainly would be catastrophic—is to fight with every- 
thing we have.” 

In his speech to the House, E. Vincent Askey, M.D., 
AMA president, continued the all-out fight against 
social security. He said that “while our profession 
clearly may face a hard struggle in the 87th Congress 
on the issue of medical aid for the aged under social 
security, there is no ground for defeatism!” He said 
that medicine could take heart in the fact that some 
of the social security proponents will not be returning 
to Washington for the 87th Congress, that the con- 
servative members of Congress withstood efforts to 
purge them and that the margin of Mr. Kennedy’s 
victory was so narrow that it would be difficult for 
even the most zealous adherent to consider that a 
mandate was given him for a massive program of 
social change.”’ 


KERR-MILLS IMPLEMENTATION 


Dr. Askey also urged prompt and vigorous action 
to implement the Kerr-Mills Bill as rapidly as possi- 
ble. He said Congress Rad followed the prescription 
of medicine in handling the problem of the health 
care of the aged, but cautioned that “if we don’t 
make the medicine work and if the patient doesn’t 
show signs of improvement, our professional advice 
may be shown much less respect in the future.” 

The reference committee which considered the 
problem wrote a tough-talking resolution which the 
House adopted. It, as was to be expected, supported 
Kerr-Mills, attacked social security and saw that 
“compulsory national health insurance even for a 
limited segment of our population” would inevitably 
lead to a “rigid, compulsory system of government 
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control medicine.” The committee argued that free- 
dom to piactice had permitted the development of 
medical care to produce “one of the healthiest nations 
in the wor.d’s history” and that “medicine controlled 
by the fedeal government under compulsory system 
would result in ivierior medical care, red tape and 
high costs.” 

Any statement which can be interpreted as any 
sort of an attack on the principle of “free choice of 
physician” raises the hackles of the AMA’s House as 
surely and as steeply as would a resolution in favor 
of compulsory health insurance. The House in Wash- 
ington once again expressed its devotion to the “free 
choice” principle. 

HORNS OF A DILEMMA 


The whole matter came up in a rather unusual 
way. Frank J. Holroyd, M.D., a delegate from West 
Virginia and chairman of the AMA’s Committee on 
Medical Care for Industrial Workers told the refer- 
ence committee considering his report that it seemed 
to him that the House had put him squarely astraddle 
the horns of a dilemma. In the first instance, he said, 
the House of Delegates had charged his committee 
with preparation of a set of guides for relationships 
of physicians with medical care plans. He said that 
such guides, to be “worth the paper they were printed 
on,” had to be acceptable to the third parties. He said 
that the action of the House of Delegates in Dallas 
in 1959 had made it impossible to prepare such guides 
without controverting the position announced by the 
House on “free choice” at that time. 

The Dallas action was an outgrowth of a significant 
change in policy voted by the AMA’s House in June 
1959. At that time, the House extended the principle 
of “free choice” of physician to “free choice” of 
system of medical care, voting that “each individual 
should be quoted the privilege to select and change 
his physician at will or to select his preferred system 
of medical care, and the American Medical Associ- 
ation vigorously supports the right of the individual 
to choose between these alternatives.” 

Some delegates interpreted the newspaper accounts 
of this action as putting the AMA seal of approval 
on closed panel plans. The House obviously wanted 
no such nonsense and in Dallas approved a resolution 
which extolled freedom of choice and free competi- 
tion among physicians, and then went on to say that 
“the beneftts of any system which provides medical 
care must be judged on the basis of the degree to 
which it allows of or abridges such freedom of choice 
and such competition.” 


DIGGING UP “THE CAT”’ 


This was the action which Dr. Holroyd said gave 
him an impossible task. John S. DeTar, M.D., of 
Michigan, rose to support Dr. Holroyd’s statement 
that the Dallas stand would have to be changed if 
proper guides were to be possible. Then Dr. DeTar 
continued to make a suggestion that medical care 
plans should not be judged on the basis of the extent 
to which they allow or abridge free choice of physi- 
cian, but rather on the quality of medical care pro- 
vided under such plan. “Quality medical care should 
be the prime basis on which we judge these plans,” 
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Dr. DeTar said. Dr. DeTar did not expect his proposal 
to go unchallenged, and it didn’t. Harry E. Mantz, 
M.D., Illinois, said we all “thought we had the cat 
buried in Dallas and now we find it has to be dragged 
up again. ... we can’t kill it. . . we have to live with 
it... it’s a mistake to dig it up.” Ezra W. Wolff, M.D., 
of New York, said “free choice is the sine qua non of 
good medical practice.” 

The reference committee, however, urged the House 
to give the Holroyd committee some freedom, per- 
mitting it to use modifications of the term “free 
choice” if necessary because such modifications would 
come to the House for consideration with the final 
report of the committee. 

The author of the successful Dallas resolution, 
Robert C. Long, M.D., of Kentucky, was on his feet 
at once to amend the reference committees report 
right back to the Dallas status. The House concurred 
and the AMA still has the Dallas policy on “free 
choice” and Dr. Holroyd still has his problem. 

Extended debate, spilling over to the floor of the 
House, came on a group of proposals to strengthen 
voluntary prepayment. The proposals ranged from a 
resolution from the District of Columbia, which urged 
the AMA to lead in the consolidation of the efforts of 
the AMA with those of the National Association of 
Blue Shield Plans, the American Hospital Association 
and the Blue Cross Association into maximum de- 
velopment of the prepayment concept to provide 
health care for the American people; through one 
from the board of trustees adding commercial insur- 
ance industry and representatives of the consumers 
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of medical care if feasible, to a recommendation 
by California which was much broader in concept. 

Arguments were made that commercial insurance 
could not be excluded from any such discussion, to a: 
statement that if the proposal of the board were 
adopted exactly as written, it would turn into another 
instance of pious words and little action. Other 
speakers urged the inclusion of consumer groups and 
all other types of prepayers of medical care. The 
reference committee went along with the view that 
the plan, at least at the outset, should be limited to 
the plan of four. On the House floor, an attempt was 
made to broaden this to include commercial insur- 
ance industry and this attempt was defeated by a 
vote of 101 to 58. The reference committee’s resolu- 
tion was then passed. 


THE DUES INCREASE 


The House voted a three-step fees increase for 
the members of the American Medical Association. 
The present dues of $25 would be increased $10 on 
January 1, 1962, and an additional $10 on January 
1, 1963. 

The Council on Medical Education and Hospitals 
brought up a thorny problem in its annual report 
discussing the provision of medical service for paying 
patients by salaried clinical faculties of medical 
schools. It said that the statement it recommended 
to the House supports existing policies of the House 
and represented “substantial agreement with the 
viewpoints of the medical colleges.” The statement 
said that the “care of paying patients in medical 
school hospitals by career clinical teachers is proper 
and appropriate” and then established certain pro- 
visos which, the delegates were told, squared com- 
pletely with the current policy of the AMA. This 
viewpoint was buttressed by the powerful testimony 
of Williard A. Wright, M.D., of North Dakota, author 
of the present AMA policy. But even this substantial 
support wasn’t enough to get the statement approved 
by the House of Delegates. Dr. Wolff of New York 
said that there was ambiguity in the report, said pa- 
tients were being used in the medical practice because 
of the money they bring in. “This really is the cor- 
porate practice of medicine,” he said. “The means 
can’t justify the end .. . this is a subterfuge for insti- 
tutions to practice medicine with the sanction of the 
AMA.” The proposed statement was put to a vote 
and was defeated 123 to 61. 

The House adopted a set of guides for the drug 
expenditures for welfare recipients. The guides recog- 
nized the need for efforts to reduce expenditures, 
“but without interfering with the physicians’ pre- 
scribing drugs necessary to proper medical treatment 
of the patient.” The individual physician was urged 
to examine his own prescribing habits to determine 
whether he could treat welfare patients as effectively 
at less cost to the welfare agencies. The guides 
recognized that “the physicians primary obligation is 
to the health needs of his patients”, but suggested 
that a way to economy was “emphasis on the use of 
U.S.P., N.F., N.N.D., and A.D.R. counterpart drugs 
of equal therapeutic effectiveness when available, 
when the quality of the drug is assured and when a 
price differential exists.” . 
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government and other related fields. 
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sawvice ftom headguartors 


Lock medicine room? 


Our liability insurance carrier has 
brought up the matter of whether our 
floor medicine rooms should be locked. 
We have not kept them locked in the 
past, but can understand why this 
might be advisable. We would appre- 
ciate your views. 


If a floor medicine room is lo- 
cated at the nursing station and is 
kept under constant surveillance, 
there would be no necessity to 
keep it locked except for narcotics. 
However, if there is the slightest 
possibility that the medicine room 
would be unattended—even for a 
very short time—it is recommended 
that the closet be locked. To leave 
a medicine room unlocked and un- 
attended could result in serious 
consequences if a patient or any- 
one else was injured as a result 
of consuming medications obtained 
from the room. It is quite possible 
that the hospital would be con- 
sidered negligent in such a case 
(in the absence of charitable im- 
munity). 

—EDWARD J.. MILLER 


Health of volunteers 


Does the American Hospital Asso- 





to assure both the hospital and 
the prospective volunteer that the 
individual’s general health is suffi- 
cient to meet work demands. 

The hospital may wish to un- 
derwrite the expense of this exam- 
ination if it is done within the 
hospital; in many cases, however, 
the individual pays the expense of 
the examination. Some hospitals 


consider it important that the pro- 
spective volunteer have at least a 
chest x-ray. More complete phys- 
ical examinations are usually nec- 
essary when the volunteer is to 
work in a food area or with 
children. 

As for medical coverage for 
volunteers injured while on duty, 
volunteers should receive the same 





Perry DISPOSABLE 


Latex Surgeons’ Gloves 


are SAFE! 


of U8 mie Of 0 -y Bry Af 
TIME AND LABOR 


ciation recommend a procedure for 


medical examination of prospective he ’ e y DISPOSABLE LATEX 
hospital volunteers? Also, how is med- 4 . x " ‘ é ‘ J SURGEONS’ GLOVES 


ical coverage provided for volunteers 
@ provide “bare hand” 


injured on the jab? vide 
sensitivity and minimal 
The American Hospital Associa- operating fatigue. 
tion has not recommended any \ a/ @ minimize possibility of 
particular procedure covering the cross infection. 


medical examination of prospec- Dependable i ®@ conform with govern- 
tive volunteers. In the final anal- Perry Disposable ment specifications ZZ- 
in he lesttes gloves eliminate laun- . Ad 

ysis, it is the individual hospital G-421, Amendment 4. 


dering, sorting, test- 
which must set a standard pro- ing  eatiler and are available in white or 
; brown, sizes 6 to 9, in- 


gram covering medical require- wrapping. The easy- 

ments for volunteers and the care open Perry-Pack® cluding half-sizes. 

of volunteers if they are injured with “Scotch” brand are furnished with en- 

while on duty. Such a program autoclave indicator velope of Bio-Sorb® 

aid of course, be tha aul ae tape is instantly dusting powder for your 
ready for sterilization. convenience. 

careful study by hospital admin- 

istration, usually in collaboration 

with a representative of the med- 

ical staff of the hospital. 

An increasing number of hos- 
pitals believe that volunteers 
should have some type of physical 
examination—either in the hospital 
itself or by personal physician— 
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CONTROLLED THERMAL ENVIRONMENT 
HIGHLIGHTS NEW CLINICAL CENTER 
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The James F. Byrnes Clinical Center, South Caro!ina State Hospital, 
Columbia, South Carolina. Lafaye, Fair, Lafaye & Assoc., architects; | 
M. R. Durlach & Assoc., mechanical engineers; Congaree Construc- 
tion Co., general contractor; W. B. Guimarin & Co., mechanical con- 
tractor; Guimarin & Doan, air conditioning; all of Columbia. 


NE of the best-equipped hos- 

pitals in the South is the 

James F, Byrnes Clinical 

Center, a modern medical- 

surgical facility at the State Hospital in 
Columbia, South Carolina. 


Year ’round air conditioning, regulated 
by a specially planned Johnson Pneu- 
matic Control System, provides an ideal 
thermal environment to aid in the treat- 
ment and cure of patients. All bedrooms, 
as well as the operating rooms, therapy 
rooms, office, cafeteria, and other spaces, 
are individually controlled. Both tem- 
perature and humidity are regulated 
throughout the 208-bed hospital. 


Adding to the efficiency of the system is 
a Johnson Control Center which provides 
the building engineer with graphic repre- 
sentations of the air conditioning systems 
and a continuous visual display of key 
temperatures. In addition, major air 
handling equipment can be started and 
stopped from the panel. The control cen- 
ter greatly simplifies supervision of the 
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air conditioning and results in important 
time and operational savings. 


Leading hospitals everywhere rely on the 
efficient, trouble-free performance of 
Johnson Pneumatic Control. A specially 
engineered Johnson System can provide 
an unmatched combination of accurate 
control, economy of operation, and low 
lifetime costs. 


When you build or air condition, be sure 
to ask your architect, consulting engi- 
neer, or local Johnson representative 
about the advantages of a Johnson Pneu- 
matic Control System. Ask him especially 
to compare the lifetime cost factors of 
Johnson Control with other types of sys- 
tems. Johnson Service Company, Mil- 
waukee 1, Wis. 105 Direct Branch Offices. 


JOHNSON; CONTROL 


PNEUMATIC SYSTEMS 


DESIGN © MANUFACTURE © INSTALLATION © SINCE 1885 
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.. the family is probably watching the 
same TV program as your patient in the 
hospital. The patient’s ability to follow a 
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sense of security...a telepathic together- 


provide better patient care, cium ness with the world he knows. And with the 


save labor and overhead, 
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Equipment especially de- 
signed for hospital use; ev- 
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care which would be given to 
hospital personnel under the same 
circumstances, 

The Association’s manual, The 
Volunteer in the Hos;ital, contains 
discussions on both of these sub- 
jects. The manual is available from 
the Order Control Department of 
the AHA for $2.35. 

—Mrs. GERMAINE FEBROW 


Cooling autoclave room 


{s there any reason why an exhaust 
fan could not be used to control tem- 
peratures in an autoclaving room? 


To our knowledge, there is no 
reason why an exhaust fan could 
not be located near the ceiling in 
the room in which your autoclave 
is located. Naturally, the exhaust 
from this fan should not blow di- 
rectly in the path of personnel or 
visitors coming to the hospital or 
into another patient area. If physi- 
cal arrangements are such that this 
might be the case, a pipe leading 
up to above roof level of the 
building would resolve any difficul- 
ties involving the exhaust stream. 

If your autoclave is of the steam 
type, the pipes leading to and from 
the device would also affect the 
room temperature. Insulation of 
these pipes would largely elimi- 
nate this source of heat. 

—G. A. WEIDEMIER 


Staff voting privileges 


At our hospital, only members of 


the active medical staff have voting 
privileges. However, we also have a 


large associate staff, and the sugges- 
tion has been made that some means 


be devised to allow these staff mem- 
bers to assist in medical staff govern- 


ment. How could this be arranged? 


Perhaps by careful analysis of 
the number of active staff mem- 
bers, the roster of this group could 
be enlarged. Also, the associate 
staff could be invited to general 
staff meetings and, if the agenda 
were carefully selected, voting 
privileges could be extended to 
the associate staff, with recom- 
mendations from this meeting 
going through proper channels of 
the executive committee for further 
action.—MapIson B. Brown, M.D. 


The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 


problems are advised to consult their own attorneys. 
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accneditation 


frcblems 


KENNETH B. BABCOCK, M.D. 


Who has access to the files of the 


Joint Commission on Accreditation of 
Hospitals regarding information on 
specific hospitals? 


Only representatives of the Joint 
Commission and bona fide individ- 
uals representing the particular 
hospital staff have access to an in- 
dividual hospital’s file. No reporter, 
science writer, curious individual 
or unauthorized individual has ever 
been allowed to inspect a specific 
hospital’s file at the Joint Com- 
mission. 

JCAH files and reports are priv- 
ileged communications and jeal- 
ously guarded. Any release con- 
cerning a specific hospital must 
come from the staff of that hospi- 
tal. 

* * * 
Does the Joint Commission require 


certain space requirements for hospi- 
tal beds? 


No. Hospital bed space should 
be functional and unobstructed— 
never crowded and cluttered. Many 
states and municipalities have 
codes or ordinances that require 
minimum square footage for beds. 
Check your own state board of 
health for these requirements. 
Based on the experiences of JCAH 
surveyors, the most common re- 
quirements, give and take ap- 
proximately 5 sq. ft., are: 

Private Rooms 100 sq. ft. 
Multiple-bed Rooms 80 sq. ft. per bed 
Multiple-bed Rooms 70 sq. ft. per bed 

(mental hospitals) 

Bassinets 24 sq. ft. per bassinet 
* * 

Has the Joint Commission ever con- 
sidered mailing a copy of its Bulletin 
to each member of a hospital’s medi- 
cal staff? 


Yes, but the cost to the Joint 
Commission would be prohibitive. 
Extra copies of the JCAH Bulletin 
can be purchased from the Joint 
Commission at 15 cents per copy, 
or 10 cents per copy on orders of 
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access to JCAH files 


space requirements for hos- 


pital beds 
distribution of Bulletin 


departmental review of 
medical records 


osteopathic physicians and 
hospitals 


more than 100 copies. The Bulletin 
is not copyrighted, so all or parts 
of it may be duplicated at your 
hospital for distribution to staff. 
Many hospitals follow this prac- 
tice. 

* * * 

Is it acceptable for a department, 
such as obstetrics-gynecology, to review 
the medical records for its particular 
department in lieu of an over-all medi- 
cal record committee? 


Most certainly. The Joint Com- 
mission desires good objective re- 
view of the clinical work per- 
formed in the hospital. How this 
is done is secondary. Most hospi- 
tals of more than 300 beds which 
are well departmentalized review 
medical records by department. 

¥ * * 

In the Joint Commission’s new rul- 
ing concerning osteopathic physicians, 
what is meant by the statement: “The 
hospital shall submit evidence of 
regular care of the patient by the at- 
tending physician and of general su- 
pervision of the clinical work by 


doctors of medicine’’? 


The answer is best supplied by 
a direct quote from the American 
Hospital Association’s application 
to hospitals for listing: “If doctors 
of osteopathy are practicing in the 
hospital, then, under the recently 
amended requirements for listing, 
the over-all supervision of clinical 
work must be under a doctor of 
medicine (as chief of staff and 
chief of department, if departmen- 
talized). There is no intention to 
divorce the attending physician, 
either M.D. or D.O., from his pa- 
tient, but the supervision of the 
clinical activities of all practi- 
tioners must be conducted by a 
doctor of medicine.” | 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to: Dr. Babcock and his staff. 





DOCTOR: 


TEST 
AN APP 
UNIT—FREE! 


Now any doctor or nurse may 
get an APP unit for trial with 
a patient. At the close of the 
test, the unit may be returned 
—and there is no obligation. 
If the unit has proved indis- 
pensible, as it always has, it 
may be purchased for years of 
further use. 


More than 10 years of clinical 
experience with thousands of 
APP units in hospitals, nursing 
homes and private homes has 
conclusively proved them the 
easy, effective way to prevent 
and treat bedsores. 


Based on this vast, successful 
background, an experiment 
was conducted. In a limited 
area, doctors and nurses not 
already acquainted with the 
value of an APP unit were 
allowed to use one without 
cost on a patient suffering from 
decubital ulcers. Not one APP 
unit was returned after the 
test! 

In every case, the APP unit 


proved its value and was pur- 
chased! 


Now..«: 


CONDUCT 
YOUR OWN 
TEST—FREE! 


Conduct your own test. See 
for yourself how an APP unit 
prevents and helps heal bed- 
sores. This offer expires 90 
days from the date of issue of 
this publication. Use coupon 
on next page. 


HOSPITALS, J.A.H.A. 
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THE 
ALTERNATING 
PRESSURE PAD 


Praved 
the aasiest 
most effective 


answer to 
DECUBITAL 
ULCERS 


EASIEST BECAUSE: MOST EFFECTIVE BECAUSE: 


e Minimizes patient turning e Changes all body pressure 
points every 3 minutes 


> ¢ Reduces chances of multiple o Pievides passive manage 24 


ma es ene 
ae j ym! decubiti hee a dig 
d i _ @ Cuts nurses’ workload e Greatly increases patient comfort 


APP units are made by Airmass, Inc., Cleveland, Ohio 


APP units available for . 
standard beds, respira- | ° ‘ 
tors, cribs and wheel | -” “ee 
chairs. x THE R. D. GRANT COMPANY 
: 4 761A Hippodrome Building 
New vinyl pad salads \ Cleveland 15, Ohio 
ished 
pp enggh aang gro e< (0 Id like to try an APP unit on the FREE TRIAL basis 
lete unit =) (© Send clinical papers and data on APP units 
P 4 ‘ ( Have representative call to arrange a demonstration 
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Address 
City 


Requested by 
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rf St. Mary’s Hospital, Grand Rapids, Mich. 
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save labor, zp we 
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increase ff > ieee 
flatwork production | 


Northside Hospital, Youngstown Hospital Association, 
Youngstown, Ohio 


Baltimore City Hospital, Baltimore, Md. 
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Tucson Medical Center Community Hospital, Tucson. Ariz. 











“Ohno... 


not another 
compress...” 


I’ve got three of them 
already. “What in the world 
has happened to progress?” 
Steady, girl... steady. 
Maybe it’s not too 

awfully bad. Maybe it 
needs just a little pad. 
“Complete leg and fhigh? 
Two of them?” Well, 

this day is certainly shot— | 
these things should be 


condemned... Pll surely-be' 
if they’re not. “Why in the 
world don’t they get 


something new? You say 


there is? We have? We do?” 
° pad 


aquamatic 


The flexible pad laced gently into _ several sizes. Comfortable. Light 
place, holds in the moisture, re- in weight, not bulky. Whisper 


stricting evaporation. Constant 
heat with temperatures always 
within 1°F. Just check the com- 
press about every few hours. Time 
saved has been measured at an 
almost unbelievable 86%. Pads in 


quiet control unit stays on bedside 
table. For complete information 
and test data, write: Gorman- 
Rupp Industries, Inc. or ask your 
American Hospital Supply Corp. 
representative. 


GORMAN- RUPP INDUSTRIES, INC., BELLVILLE, OHIO 


DISTRIBUTED NATIONALLY BY } 


American Hospital Supply Corporation 
and V. Mueller and Company 


HOSPITALS, J.A.H.A. 





to make the most of your talents and techniques... 


University of Illinois Sternal Needle 


V. Mueller research simplifies a dependable technique. Efficient for bone mar- 
row aspirations from sternum, iliac crest, vertebra, tibia, femur, internal 
malleoli; also for marrow infusions. Depth of 15G, 1-inch cannula is adjust- 
able; stylet locks in place. Stainless steel. Order as No. SU-21000, each $14.50. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS e« DALLAS e« HOUSTON e LOS ANGELES « ROCHESTER, MINN. 
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Take the needle out of the patient... 


...and ensure optimum patient comfort during intravenous infusion, by use of the Bardic® Deseret Intracath® 
This ingenious unit (sterile and ready for use) makes the venipuncture and places a soft, pliant catheter in the vein 
... the needle is then withdrawn and becomes an adapter for any I.V. set e No rigid needle remains in the vein; 
no armboard is needed e Most venous cutdowns are eliminated; scrubbing or gloving is not required 
e As the Intracath may be left indwelling for several administrations, there is less trauma, minimized reaction, 
and the need for repeated venipunctures is reduced. The Intracath is convenient and 


time-saving for the hospital; safer, more comfortable for the patient. 


INTEGRITY 


Cc. R. BARD, INC. ¢« SUMMIT, N. J. 


@vVaiiTtY 


The Bardic® Deseret Intracath® is available through your Hospital/ Surgical Supply Deaier in 6” or 12” catheter lengths, with 


14, 17 or 19 gauge needles. For complete information and detailed Procedure for Introduction, request Bard brochure CS-6 
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Christmas Eve buffet 
builds employee good will 


Five years ago the East Orange 
(N.J.) General Hospital desired to 
do something special for its em- 
ployees whose work required them 
to be away from their families at 
Christmas time. The result was the 
service of a Christmas Eve dinner, 
which has proved to be a “highly 
enjoyable and deeply appreciated 
affair by the employees,” accord- 
ing to Carolyn Sebastianelli, the 
hospital’s chief dietitian. S$! 
that it is not unusual ior many of 
the hospital’s employees to men- 
tion what “fun” the p: was, 
even in July. 

The first four years that the 
dinner was held, a simple menu 
consisting of cold foods exclusively 
was used, with the employees eat- 
ing their meals in the cafeteria by 
candle light. However, the hospital 
personnel who were off duty felt 
“left out” when they heard about 
the festive occasion. The result was 
that last year the hospital switched 
to the service of both dinner and 
supper, buffet style. 

The menu includes both hot and 
cold foods, salads and relishes. The 
desserts are ice cream snowballs 
with red candles and holly and in- 
dividual cup cakes, which are iced 
with boiled frosting and sprinkled 
with tinted shredded coconut be- 
fore being topped with Christmas 
decoration (on sticks). 

The employees select their des- 
serts and beverages from the cafe- 
teria counter and proceed to the 
buffet table where they are served 
by the hospital director and his 
assistant, with the assistance of one 
cafeteria employee. 

Miss Sebastianelli reports that 
all this party requires is some 
planning and cooperation, with as- 
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sistance from hospital administra- 
tion. Moreover, taking advantage 
of the holiday season to build em- 
ployee good will increases the 
enthusiasm of dietary employees, 
because it provides them with a 
unique way of expressing their 
Christmas spirit to their hospital 
colleagues. 5 


Spray gun method reported 
economical for washing walls 


Use of a one-quart electric paint 
or spray gun is an economical 
method for washing walls, reports 
Mrs. Bertha E. Driggs, executive 
housekeeper at St. John’s Hospital 
in Cleveland. 

Here is the procedure that is 
used for wall washing. The area 
to be cleaned is sprayed and im- 
mediately wiped off or rinsed with 
a vinyl sponge. The result is a 
clean wall that is free from streaks. 
Moreover, the spray gets into 
hard-to-clean corners. 

Mrs. Driggs reports that the 
same procedure is also used for 
wall washing with germicides in 
contaminated areas and for treat- 
ing dust mops and dust cloths. 

The spray on the gun can be 
adjusted from a fine line to a 
12-inch spread. One needs only 
to twist on the can of washing 


ghiniens and ideas 


(LEFT) CHRISTMAS EVE fesfivities at East 
Orange (N.J.) General Hospital! include a 
buffet dinner for employees prepared by the 
dietary service and served by the hospital 
director and his assistant with the assistance 
of one cafeteria employee. 


solution, plug in the gun, open the 
gate and spray the solution on the 
area to be washed and back again 
to the starting point. By returning 
to the starting point the solution 
has time to get under dirt and hold 
it in suspension so that the dirt can 
be easily rinsed off. bs 


Floor machine brushes 
ease scrubbing two ways 


St. Elizabeth’s Hospital in 
Youngstown, Ohio, has found that 
its floor scrubbing machine does 
an excellent job in open areas, but 
it is too large to clean corners, 
baseboards or coving. These areas 
have to be cleaned with a scrub 
brush by an employee on his hands 
and knees. 

Desiring to find a more efficient 
way to handle this job, Adolph 
Hackle of the hospital’s house- 
keeping staff devised an improved 
technique for cleaning these hard- 
to-get-at areas. 

Brushes that can no longer be 
used in the machine are sectioned 
into semicircular units and fitted 
with long handles. The shape of 
the brush makes it possible to 
clean corners and coving and the 
handle does away with the hands- 
and-knees system. 

The brushes that make up the 
scrubbing surface of the floor 
washing machine come in sections. 
When these sections begin to wear, 
they cause a drag on the motor 
and must be replaced. Since the 
sections do wear evenly, there is 
still a great amount of use that 
can be realized from the unworn 
parts of the brush when they are 
cut and fitted with a handle. . 


PARTIALLY worn brushes 
are removed from floor 
scrubbing machines and the 
remaining usable sections 
of the brushes are cut inio 
semicircular units and fitted 
with handles for cleaning 
hard-to-get-at areas at St. 
Elizabeth Hospital, Youngs- 


town, Ohio. 
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SNe ORES OG. RR AR 
ONLY SYSTEM THAT CLASSIFIES 
CALLS IN ORDER OF URGENCY, 
AND SHOWS THE NURSE EXACTLY 
WHICH PATIENT IS CALLING... 





INSTANT IDENTIFICATION 


With the new Motorola/Dahlberg I.ID. Nurse Call, the 
- nurse knows instantly if a call is routine, PRIORITY 
or emergency. 

Doctor or nurse may place any patient on PRIOR- 
ITY call by just touching a switch. All his calls are 
P} ' then received at the nurse control station ahead 

ease arrange an early demonstration of the 
new Motorola/Dahlberg I.ID. Nurse Call of all others. . 
and Electronic Televiewer Systems. When any of the three types of calls come in, the 

patient’s room number and bed designation appear on 
NAME the “Digital Read-Out” panel of the Nurse Control 
Station. She simply picks up the phone and talks 
POSITION eed privately with the patient. 
ean eee Best of all, the I.ID. System combines with the 
totally-new Motorola/Dahlberg Electronic Televiewer 
system. You’ll want a demonstration of these dramatic 
new systems. To make sure you see them soon, return 
this coupon now! 





MOTOROLA | DAHLBERG 
HOSPITAL COMMUNICATIONS SYSTEMS 


CITY 





HOSPITAL COMMUNICATIONS SYSTEMS 
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The 
bedsheet 
that fights 
germs 


Au over the country hospitals 
were alerted. Outbreaks of infec- 
tion had been reported in several 
places. The cause: A well-known 
germ that had suddenly developed 
strains resistant even to modern 
miracle drugs. 

Though isolated, these cases put 
medical centers into immediate 
action. No such menace could be 
given the faintest chance to spread 
through the nation’s carefully run 
hospital system. 

The germ was called Staphylococ- 
cus aureus, or “staph” as doctors 
nicknamed it. 

Staph presented a many-sided 
problem. Visitors—even hospital 
personnel—could be carriers be- 
cause the germ can be resisted by 
healthy adults. It is most danger- 
ous to the newborn, the very old, 
and patients recovering from sur- 
gery. 

Even more difficult, the fabrics 
used in hospitals—linens, uniforms, 
all materials that create lint—were 
suspect. For staph clings to lint 
and becomes airborne. The tiniest 
of lint particles raised by changing 
beds or normal walking in uni- 
forms, were potential dangers. 

No matter how often hospital 
staffs scrubbed floors and walls, no 
matter how carefully they followed 
strict rules for personal cleanliness, 
many airborne staph germs re- 
mained alive. 


a 


Today, the danger of staph-con- 
taminated lint from blankets, mat- 
tresses, bed linens, and uniforms 
can be virtually eliminated by a 
new product developed, field tested, 
and proven by the Armour Indus- 
trial Soap Division called Velva- 
Soft-G®. Fabrics treated with 
Velva-Soft-G during the normal 
laundry operation arrest the growth 
of staph germs on contact. The 


fabrics keep their germ fighting 
ability from washing to washing. 

A new high active Velva-Soft-G 
Concentrate is now available. It 
will treat the average patient’s lin- 
ens for approximately 214¢ per day. 

For technical information on the 
clinically proven antibacterial 
treatment for hospital linens with 
VELVA-SOFT-G, please write to: 
B. J. Augst, Manager. 


ARMOUR AND COMPANY 





Cae 
DECEMBER 16, 1960, VOL. 34 


Industrial Soap Division 


1355 Wes? 31s? Street, Chicago 9, Illinois 





wide are the problems of controlling spread of hos- 

pital infections, particularly staph. Whether the 
letter is from an O. R. supervisor in Iran, from a hospital 
administrator in Venezuela, a government bacteriologist in 
Japan, or the chief of surgery who heads the infections 
committee in an Ohio hospital —the thing they want to 
know is “just what do we do and how?” The wide variety 
of applications and the simplicity of using Amphyl®, 
O-syl®, and Lysol® disinfectants, and our combined de- 
tergent-disinfectant Tergisyl®, allow us to supply easy-to- 
use instructions on any one of them. Now, in addition, we 
have a new approach to infection control in areas hard to 
reach or to drench with usual forms of disinfectants which 
we’re looking forward to telling you about. 


it's our new form of Amphyl® —Amphyl® Spray Disin- 
fectant and Deodorant. Amphyl Spray is especially formu- 
lated for spot disinfecting and air deodorizing. In an attrac- 
tive 16-ounce aerosol can, it can be kept handily available 
in patient rooms, at dressing stations, in utility rooms, in 
outpatient areas, and with routine housekeeping supplies. 
Its uses as a spot disinfectant are many. When spills of in- 
fectious material are obvious, it can be used immediately 
to stop spread of organisms around the hospital. Door 
handles, light switches, telephones, and other surfaces con- 
tinuously exposed to contamination by contact or air can 
be spot disinfected frequently and easily by applying 
Amphyl Spray for 2 or 3 seconds until the surface is uni- 
formly wet. Real problem areas, such as underneath oper- 
ating room tables, all through the bed springs, and around 
cart wheels, can be reached with spray-on Amphyl. 

As a quick acting deodorant, Amphyl Spray refreshes 
the air of burn units, cancer dressing and patient rooms, 
and other areas where malodorous wounds are being 
treated or offensive odors may linger. We’ve found so many 
circumstances under which it may be used effectively, 
either as a‘space deodorant or spot disinfectant, that we 
hope you will send for our new folder describing Amphyl 
Spray more fully in both its important jobs. 


At the “Infections in Hospitals” panel session at the 
A.H.A. meeting in San Francisco, Dr. Russell Alexander, 
Chief of the Surveillance Section of the USPH-HEW Com- 
municable Disease Center, had some interesting things to 
say about the use of infections data reported to the Infec- 
tions Committee. He recognized the importance of the 
alarm function of the reporting system but emphasized the 
necessity for a thorough and continuous review and analy- 
sis of individual cases as related to over-all hospital infec- 
tions statistics. In this way, Dr. Alexander has found, the 
hospital can get at the core of its own particular infections 
problems and tailor the infections control program to fit 
its own particular type of community, patient, and hos- 
pital. We took lots of notes, so if you would like to read 
more of Dr. Alexander’s comments, please let me know. 


Have you tried the new formulation of our Tergisyl® 
detergent-disinfectant yet? The recommended dilution for 
regular cleaning and disinfecting is an economical 1:100. 
This is a real labor-saving product that can be depended 
upon for its wide microbicidal activity —not only staphylo- 
cidal, but also pseudomonacidal, tuberculocidal, and fungi- 


FR‘ day my mail reminds me again of how world- 





ewsletter 


NINTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


cidal. Detergency is excellent, labor saving is quickly 
evident and new lower cost is worth inquiring about. 


Bacteriologic study of 41 patients at the University of 
Minnesota Hospitals with shock due to superimposed in- 
fection reveals that in 30 of these sepsis was due to the 
gram-negative coliform-pseudomonas-proteus group. The 
mortality rate was 70% ; 21 of the 30 patients died. Escher- 
ichia coli, the commonest cause of infection, was isolated 
from 17 of the 30. Dr. Wesley W. Spink, author of the 
report in the September, 1960, issue of the Archives of 
Internal Medicine observes, “One of the commonest causes 
of bacterial invasion is catheterization ef the urinary blad- 
der. Within 12 hours of this procedure a patient can exhibit 
a chill with a rise in fever.” 

As you know, many of the newest types of catheters, like 
those of polyethylene, cannot be autoclaved. Dependable 
broad spectrum disinfection is important and is possible 
with L&F O-syl®. Do it this way. Use 2% O-syl solution. 
Place “dirty” catheters directly in O-syl. Then fill 10 to 20 
cc. syringe with the O-syl, attach large gauge needle, and 
flush catheter thoroughly to remove organic matter and 
prevent clogging. Again immerse catheters in a clean con- 
tainer filled with a fresh solution of 2% O-syl and allow to 
soak for 15 minutes. Flush out with O-syl filled syringe 
several times during soak. Drain and immerse in 70% 
alcohol for 60 seconds. Remove and wrap in sterile towel. 
O-syl is highly effective against Escherichia coli, Pseudo- 
monas aeruginosa, and Proteus—as well as Staphylococci 
and Tubercle bacilli. 


In our first Staph Newsletter we quoted what Dr. 
Warren E. Wheeler, Department of Pediatrics, Ohio State 
University, had to say (Pediatrics, 23: 977, 1950) about 
what constitutes a staph epidemic in a nursery. We think 
you'll find a new article by Dr. Wheeler on “Infections 
and Nursery Problems’ in the June, 1960, issue of the 
A.M.A. Journal of Diseases of Children of extreme inter- 
est. His assumption is that infections in the newborn period 
are preventable ...then he points out in detail the active 
measures which must be carried out by the nursing staff. 
Prominent among his recommendations are that necessary 
items of nursery equipment, such as scales, resuscitation 
equipment, etc., “be placed under routine bacteriologic 
check for satisfactory decontamination”. 


Have you a particularly baffling contamination control 
problem on which we might help? Our research labora- 
tories and technical advisors will be glad to work with you, 
and I, personally, hope you will ask us. Please let me hear 


from you. 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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editorial notes 


—a national standard 


Pipes duplication of effort is 
praiseworthy in any field, but 
particularly in the hospital field, 
where rising costs remain a con- 
stant threat to the stability of the 
voluntary hospital system. There- 
fore, the recent adoption of the 
American Hospital Association’s 
Uniform Chart of Accounts and 
Definitions for Hospitals by the 
Ohio Hospital Association is of 
special interest. 

In a bulletin dated Nov. 14, 1960, 
giving reasons for this action, the 
OHA stated, “Third party payors, 
local state and federal govern- 
ments and the general public seem 
to be in accord in their criticisms 
of hospitals for ‘unstandard’ ac- 
counting practices.” 

In addition, the bulletin stated 
that (1) “the use of a national 
standard will greatly enhance the 
position of hospitals in the matter 
of standardization,” and (2) “if the 
OHA accounting manual were to 
be continued, extensive revisions 
would have to be made and we 
would end up basically with dupli- 
cation of the AHA manual.” 

The board of trustees of the Ohio 
association, acting on the recom- 
mendations of the OHA Account- 
ing Committee and the Ohio chap- 
ters of the American Association 
of Hospital Accountants, officially 
adopted the AHA manual on Octo- 
ber 28, with Jan. 1, 1961, as the 
effective date. 


DECEMBER 16, 1960, VOL. 34 


—collegians debate 


b sway the current academic 
year, 5000 college students 
will debate the following proposi- 
tion. Resolved: That the United 
States should adopt a program of 
compulsory health insurance for 
all citizens. 

The American Hospital Associa- 
tion has prepared a kit of mate- 
rials for use by the debaters, as 
have several other organizations, 
including the Blue Cross Associa- 
tion and the American Medical 
Association. Hospitals may also be 
called upon for information on 
the debate question, and it is to 
be hoped that they will have pre- 


pared themselves to offer accu- 
rate and pertinent background 
material. 

The view of the Association on 
the suggested proposition is that 
(1) the existing voluntary mech- 
anism for health care should be 
strengthened; (2) the patient’s free 
choice of physician should be 
maintained, and (3) federal aid 
should be administered by exist- 
ing administrative agencies, such 
as state health departments or 
other Hill-Burton agencies at the 
state level. 

The American Hospital-Associa- 
tion sees no reason to change this 
view. 





a 


N MANY communities lacking a 

hospital, civic groups are con- 
sidering the question, “Should we 
have our own hospital?” In all 
existing hospitals, expansion of 
beds and supporting services are 
being considered on an increasing 
scale. Long overdue modernization 
and renovation, if not replacement, 
is an urgent need in most of our 
long established hospitals, particu- 
larly in large cities. These are 
some of the problems now existing 
in hospitals and communities. 


Frank C. Sutton, M.D., is director of the 
Miami Valley Hospital, Dayton, Ohio. 
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Rapidly growing demands for hospi- 
tal expansion programs have been 
acted upon in some areas without 
benefit of a survey of community 
needs or proper study of existing 
facilities, the author states. He pre- 
sents and discusses in detail 10 basic 
principles which should be considered 
before any hospital construction is 
undertaken. 


How will the many questions 
stemming from these problems be 
answered? Will the future bring 
progress toward a more integrated 
hospital system based upon sound 
planning principles? Or will it 


so 


show continuing evidence of avoid- 
able errors in lack of coordination 
of planning and failure to observe 
tested principles of hospital de- 
sign? To a considerable degree, 
the answer depends upon the ex- 
tent to which basic principles fa- 
miliar to those experienced in hos- 
pital planning are understood and 
put into practice. 

First, let’s look at some of the 
decisions being made in reference 
to the questions presented. Local 
pride, plans to attract or retain 
industry, hope of obtaining physi- 
cians, a chance provision in a 
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SUTTON, M.D. 


benefactor’s will, even a _ hastily 
proposed successful bond issue are 
often observed as the primary 
basis for creating a new commu- 
nity hospital when adequate facili- 
ties exist only a few miles away. 


NEED FOR PROFESSIONAL HELP 


In our rapidly growing suburbs, 
demands for hospitals are being 
met in some areas by the develop- 
ment of smaller proprietary hospi- 
tals. Expansion of existing hospi- 
tals is being activated without 
benefit of a community survey or 
proper study of what to expand 
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and also without reference to the 
plans for neighboring hospitals. 
Modernization is being decided 
upon without consideration of the 
value of professional study of the 
most advisable solution. 

Individuals with experience in 
the hospital and health fields can 
think of other examples which con- 
firm these undesirable situations in 
hospital building programs. Omis- 
sion of professional surveys, lack 
of a rational program of cbjectives 
on which to base architectural 
drawings, superficial preparation of 
project budgets, failure to make use 
of professional fund raising counsel 
and other experienced financial 
advice, failure to provide for future 
growth needs, poor selection of 
equipment and operating methods, 
insufficient attention to the prob- 
lem of locating and maintaining 
the skilled personnel which will 
be needed—these are among the 
many errors observed in the de- 
velopment of our hospitals. Re- 
peatedly, the missing ingredient is 
professional guidance. 

Not all such examples are avcid- 
able or indicative of any wide- 
spread lack of planning. Local 
circumstances influence action in 
every case and the ideal is rarely 
achieved. This is not meant to 
imply that smaller hospitals should 
be ruled out. Certainly in rural 
communities, if not in cities, they 
will continue to serve a desirable 
role in the hospital system of the 
future. However, there is a re- 
sponsibility to eliminate insofar as 
possible such deficiencies in the 
present and future planning of 
hospitals and related health facili- 
ties. In some instances, the savings 
in capital funds would be signifi- 
cant, and, more often, even greater 
in the reduction of annually recur- 
ring operating expenses. 


INADEQUATE LAWS 


Existing laws—hospital licensure 
laws, building codes, etc.—are in- 
adequate to ensure the desired re- 
sults. No agency at present exists 
to regulate the construction of 
hospitals. Those with private capi- 
tal may proceed as they wish. The 
limiting influence of the Hospital 
Survey and Construction Act (Hill- 
Burton) can extend only to denial 
of a federal grant in aid or loan. 
Probably no single factor has had 


more favorable effect on sound 
hospital and health facility plan- 
ning than the Hill-Burton program 
and its staff who are now directing 
increasing attention to research in 
this field. The American Hospital 
Association is accumulating a 
growing body of knowledge on 
hospital planning procedures. A 
committee sponsored by the Public 
Health Service and the AHA is 
now working on the development 
of principles for community-wide 
planning of health facilities, espe- 
cially in metropolitan areas. Mem- 
bers of the American Association 
of Hospital Consultants have made 
many notable contributions to the 
field of professional hospital plan- 
ning. 


BASIC PRINCIPLES 


Professional hospital planning 
observes the following basic prin- 
ciples which are universally appli- 
cable, whether the problem is a 
new hospital, expansion of an ex- 
isting hospital, or modernization 
and renovation of an old hospital. 

1. Hospitals should sponsor met- 
ropolitan or service area planning 
councils for the purpose of inte- 
grating and providing guidance to 
the planning of health facilities. 

Broad community or area repre- 
sentation on the planning council 
is essential to gain the necessary 
interest and support. Civil repre- 
sentatives from the medical pro- 
fession, industry, labor, the clergy 
and many other community leaders 
should be included. In addition, 
hospital administrators and trus- 
tees should be involved. 

Implementation of planning is 
all-important and requires careful 
preparation. The time and effort 
devoted to the development of a 
sound program may be wasted 
without advance provision for re- 
quired financing, priorities, and the 
like. 

Continuity of planning, both for 
long-range goals and maximum in- 
tegration of day to day services 
for the hospitals and health facili- 
ties involved, should receive em- 
phasis if the planning council is 
to be effective. 

2. Experienced hospital consult- 
ant service should be engaged at 
the outset of a project to advise 
in the planning of the entire pro- 
gram, beginning with a clear defi- 
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nition of the problem and ob- 
jectives including a community 
survey to determine the need for 
hospital and for other health fa- 
cilities and extending through the 
planning and construction stages 
to occupancy. In addition to ob- 
taining professional guidance, a 
secondary benefit in engaging a 
hospital consultant is the saving of 
money through avoidance of costly 
errors which might otherwise be 
made. 

3. The concept of the “planning 
team” contributes most effectively 
to a well balanced hospital plan- 
ning project. This customarily in- 
cludes the hospital administrator, 


architect and hospital consultant 
and extends to a planning council 
for community surveys and the 
trustee’s building committee, with 
selected departmental directors 
and other specialists for planning. 
Members of these groups should 
pool their knowledge of the need 
with function primarily in mind 
in working toward their goals. 

4. The planning of a hospital or 
health facility should be integrated 
closely with the state Hill-Burton 
program, whether a federal grant 
in aid or loan is involved or not. 
The Hill-Burton staff is required 
by law to maintain a state-wide 
survey by areas of hospital and 


health facility resources and needs. 
They are thoroughly conversant 
with developments, standards and 
trends and can offer invaluable 
assistance. Unlike the hospital con- 
sultant, they are not in a position 
to provide on-the-site professional 
advice in the conduct of a com- 
munity survey or in the design and 
planning phase. 

5. Smaller hospitals should be 
encouraged to cooperate in sharing 
such scarce professional personnel 
as pathologists, radiologists, phar- 
macists, dietitians, medical record 
librarians and others. Such coop- 
eration can also be extended to ar- 
range for the shared services of 


Before you build or expand 


Hospitals should sponsor metropolitan or rural 

service area planning councils for the purpose 

of integrating the planning of health facilities. 

(a) Have you joined or formed a metropolitan 
hospital planning council, or rural service 
area council? 

(b) Does it have broad community representa- 
tion, including the “power structure” of the 
community? 

(c) Does it provide for implementation of plan- 
ning—finances, priorities, etc.? 

(d) Does it provide for continuity of planning, 
both for long-range goals and integration 
of day-to-day services? 

Experienced hospital consultant service should 

be engaged at the outset to provide professional 

guidance in the conduct of a community survey 
to determine need and plan stages of growth. 

(a) Have you engaged an experienced hospital 
consultant to provide professional guidance? 

(b) Has he conducted a community survey to 
determine need of hospital and health fa- 
cilities? 

(c) Has he provided a written report outlining 
the problem, a program of objectives and 
recommendations? 

(d) Has he been retained to advise the architect 
and hospital in the design and layout of 
any buildings planned? 

The concept of the “planning team” contributes 

most effectively to a well balanced hospital plan- 

ning project. 

(a) Has a planning team been designated to 
help formulate the program? 

(b) Does it include the hospital administrator, 





architect, hospital consultant and other se- 
lected hospital personnel with the planning 
council for the community survey? 

Does it include t»e hospital administrator, 
architect and hospital consultant, with se- 
lected hospital department heads and other 
specialists, (e.g., engineer, food service lay- 
out experts, etc.), for planning stage? 

(d) Do they have optimum functional efficiency 
and flexibility of design as their primary 
goals? 

The planning of a hospital or health facility 

should be integrated closely with the state Hill- 

Burton program whether a federal grant in aid 

or loan is involved or not. 

(a) Is the hospital or health facility planning 
integrated closely with the state Hill-Burton 
program? 

(b) Have you conferred with the Hill-Burton 
staff on survey results and future planning? 

(c) Have you determined the latest trends, 
standards and needs from the Hill-Burton 
staff? 

Smaller hospitals should be encouraged to share 

scarce professional and paramedical personnel 

and technical services. 

(a) Have you explored the possibility of shar- 

ing with other smaller hospitals a patholo- 
gist, radiologist, pharmacist, dietitian, medi- 
cal record librarian and others? 
Have you investigated the feasibility of 
cooperation in attracting a surgeon, internist, 
pediatrician, etc., with reciprocal privileges 
in neighboring smaller hospitals? 

(c) Has an effort been made to concentrate 
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medical specialists, such as sur- 
geons, internists, and pediatricians. 
Community hospitals in rural areas 
within a 10 to 15 mile radius of 
each other can share certain serv- 
ices. 

6. Time, not distance, should be 
a determining factor in deciding 
the proximity of future hospitals 
and health facilities. Modern meth- 
ods of transportation, not to men- 
tion aerial ambulance service, will 
make it possible to reach a “dis- 
tant” ‘hospital in much shorter 
time than in the past. Also, expe- 
rience has not demonstrated the 
necessity of a hospital accessible 
within a few miles. Although com- 


munity mores must be taken into 
account, there is danger in over- 
building if the standards of the 
past regarding proximity of hospi- 
tals are continued. 

7. Needed hospital services 
should be provided and expanded 
in general hospitals. These needs 
should not be met by creating 
specialty hospitals, except in rare 
circumstances, usually in connec- 
tion with a medical center. 

8. Each hospital and health fa- 
cility should develop a master 
plan, which provides for long- 
range goals and short-term ob- 
jectives based upon a professional 
appraisal of need. The master plan 


of each institution should be inte- 
grated with others through the 
planning council. The over-all pro- 
gram should be reviewed annually 
and revised as needed. 

9. Provision should be made, 
both in the site and design of 
building, for future growth of any 
new hospital. Specific means of 
expansion should be anticipated in 
blueprints. In this way, many cost- 
ly mistakes of the past will be 
avoided. 

10. No hospital or health facility 
should be planned without a care- 
ful study of the sources of person- 
nel needed. Effort should be made 
to determine in advance and to 


a hospital check 


certain services in one hospital, (e.g., pediat- 
rics, contagion, obstetrics) ? 


6. Time, not distance, should be a determining 


factor in deciding the proximity of future hospi- 

tals and health facilities. 

(a) Have you checked the time—not miles—to 
the nearest existing or planned hospital or 
health facility? 

(b) Have plans for modernization of nearby 
highways including availability of aerial 
ambulance service been taken into account? 

(c) Have you investigated studies concerning 
the factor of time in the transportation of 
the sick and injured? 

Hospital services demonstrated to be needed by 

area council planning and professional surveys 

should be provided and expanded in general 
hospitals, not provided by creating specialty 
hospitals. 

(a) Have you determined the plans of area 
general hospitals for new services or expan- 
sion of existing services? 

(b) If a specialty hospital is under consideration, 
is it to be part of an existing or future 
medical center? 

(c) Has the possibility of needless duplication 
of costly diagnostic and treatment facilities 
been fully evaluated? 

Each hospital and health facility should develop 

a master plan which provides long-range goals 

and short-term objectives based upon an ap- 

praisal of need. 

(a) Has a master plan for future development 
been prepared? 

(b) Is it based upon a professional appraisal of 
specific needs? 
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(c) Is it integrated with plans of other hospitals 
and health agencies through the planning 
council? 

(d) Has provision been made to review the 
master plan annually and revise it as 
needed? 

Provision should be made, both in the site and 

design of building, for future growth needs of 

any new hospital. 

(a) Is the site adequate for major expansion 
needs in the future? 

(b) Do blueprints provide means for horizontal 
expansion of basic services and vertical ex- 
pansion of bed capacity? 

(c) Has flexibility of design been a major goal 
in planning? 

No hospital or health facility should be planned 

without a careful study of the sources of per- 

sonnel needed. 

(a) Have you determined where necessary 
nurses will be obtained? 

(b) Has an inventory of the various necessary 
skilled personnel been prepared? 

(c) Have provisions been made for acceptable 

training programs for paramedical person- 
nel? 
Have the standards of operation required by 
hospital licensure, Joint Commission on Ac- 
creditation of Hospitals, Blue Cross, intern- 
ship and residency training, schools of nurs- 
ing and other applicable requirements been 
met? 


If the answer to all 35 questions is not yes, then 
you are not ready to build or expand your hospital. 
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meet—and preferably exceed—the 
standards of operation required by 
hospital licensure, Blue Cross, Joint 
Commission on Accreditation of 
Hospitals, internship and residency 
training, schools of nursing and 
other applicable requirements as 
indicated in each case. 

These are only some of the basic 
principles of hospital and health 
facility planning. There are many 
more. It has been said that there 
is not a hospital “system,” since 
each voluntary institution is a 
separate autonomous unit. Yet, 
through national, regional, state 
and metropolitan hospital organi- 
zations, a high degree of coopera- 
tion has been achieved. It should 
be possible to develop a future 
hospital system closer to the Hill- 
Burton concept of the coordinated 
hospital plan of base, district and 
community hospitals with each one 
interdependent both in long-range 
planning and day-to-day services. 
Also, something should be done 
about the growing need for long- 
term care facilities. When the pa- 
tient census of general hospitals 
is analyzed by acuity of illness, it 
is often found that what is ac- 
tually needed is 
home beds. 


more nursing 


STEPS FOR RESULTS 

Two steps are urged to achieve 
these desirable results: 

1. Initiate and support the idea 
of metropolitan and rural area 
hospital and health facility plan- 
ning councils involving enforce- 
ment of plans through its “power 
structure” with the sponsorship of 
the AHA and state hospital asso- 
ciations. 

2. Revise present Hill-Burton 
regulations to make future grants 
or loans dependent upon the exist- 
ence of a voluntary planning coun- 
cil or agency which meets estab- 
lished standards. 

The principles of hospital plan- 
ning now available to us, if put 
to use uniformly, would accom- 
plish significant progress. Much 
more knowledge is needed. Re- 
search is an urgent need in a wide 
range of related fields—how to 
plan more effectively for hospitals 
and health facilities; where physi- 
cians will locate with shifts of 
population; how to design hospi- 
tals for more efficient function; 
how the future costs of hospital 
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care may best be met; what pat- 
tern of patient care is most effec- 
tive, and many other areas. 


PROBLEMS TO FACE 


There are those individuals who 
advocate an economy of scarcity 
and hold that a planned shortage 
of hospital beds will best control 
utilization and costs. Others con- 
sider this view retrogressive. 
Studies have been made which 
suggest serious consideration of 
this viewpoint, but it should be 
related to population increase. In 
this connection, five characteris- 
tics of the changing population are 
noteworthy: (1) rapid population 
growth continuing in the years 
ahead; (2) significant population 
shifts to the West and South; (3) 
greater than average increase in 
numbers of persons over 65 years 
of age and under 21 years; (4) 
shift of population away from both 
central city and farms into “sub- 
urbia”; and (5) a rising economic 
status of the “low-income family”’, 
with resulting increase in stand- 
ards of living and health care. 

Hospitals are warned to avoid 
the error of “keeping up with the 
Joneses’’. The most commonly cited 
examples of such errors are open 
heart surgery, cobalt units and 
radioisotope services. Yet, there 
are practical limitations to the 
theory of nonduplication of hos- 
pital services. 

It is doubtful if there can be a 
standardization of hospital plan- 
ning and design without sacrifice 
of desirable features. Experience 
to date indicates that each hospital 
when planned must be custom 
built to meet the needs of the 
community. It has been suggested, 
and seriously debated, that future 
hospitals should be franchised or 
constructed under government con- 
trol. Although it seems evident 
that we cannot defend extreme 
examples of institutional individ- 
ualism, as private enterprise serv- 
ice institutions working with gov- 
ernment, voluntary hospitals have 
a proud history and an outstanding 
record of achievement. It is our 
challenge to prove that maximum 
efficiency through voluntary coor- 
dination of future planning and 
operation of hospitals and health 
facilities for the benefit of all 
people can be developed. ® 
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RECREATION 


Jor the chronically ull 


by GENE TASHMAN 


HE PURSUIT and enjoyment of 
leisure time has always been 
a goal of mankind. 

Psychologists state that some 
people can be happy with fewer 
recreational activities, but that all 
of us need some sort of recreation. 
~ Gene Tashman is director, Vocational 
Services, Eastern New York Orthopaedic 


Hospital-School, Sunnyview Orthopaedic 
and Rehabilitation Center, Schenectady, 
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A hospital recreation program must 
cover a wide range of human needs 
including warmth and understanding, 
love and security and suitable leisure- 
time activities, the author states. He 
describes the recreation program de- 
signed by and used in an orthopedic 
hospital having patients from all age 
groups. 





In the hospital, the need for 
recreation increases greatly. Phys- 


ical limitations and long bed con- 
finements reduce the numbers and 
types of activities in which the 
patient can participate. 

At Sunnyview Orthopaedic and 
Rehabilitation Center, Schenec- 
tady, N.Y., the average patient stay 
is four months, although some 
youngsters have been patients for 
a number of years. Long-term con- 
finement, then, makes an adequate 
program of recreation mandatory. 
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To direct a hospital recreation 
program, a full-time, professional 
recreation director should be em- 
ployed. 

Because the recreation director 
works in close harmony with all 
departments, particularly the so- 
cial service department, he is an 
important member of the reha- 
bilitation team. 

The objectives of a rehabilita- 
tion recreation program—provid- 
ing warmth and understanding for 
young children, substituting for 
the loss of the love and security 
of a home environment and find- 
ing suitable leisure-time activities 
for the geriatric patient—must 
cover a wide range of needs. 

Recreational activities at this 
hospital are divided into three age 
groups—the preschool child, the 
school-age child and the adult. Of 
course, ihe needs within each of 
these groups vary greatly and 
overlap in some instances, par- 
ticularly at the extremes of each 
group. 

THE PRESCHOOL CHILD 

The basic recreation needs of 
the preschool child are substitu- 
tions for motherly love and care. 
It is very difficult for an institu- 
tional program to substitute ade- 
quately for these needs over an 
extended period of time. At this 
hospital, daily visits by the “toy 
ladies” help supply love and care 
for the children. These mother 
substitutes in “cheery, cherry red” 
uniforms give the youngsters lots 
of affection and personal attention, 
provide toys and direct games and 
activities. 

Saturday afternoon programs 
include games, arts and crafts and 
movies. Again, personal attention 
is the aim of the program. 

Occasional parties, with refresh- 
ments, professional entertainment 
(such as circus performers), car- 
toons, television and gifts from 
organizations, help round out the 
recreation program for these 
youngsters. 

Patients at Sunnyview come 
from 19 counties of eastern New 
York. The hospital auxiliary has a 
visiting committee which consults 
with the social worker and ar- 
ranges to visit with those children 
who have few or infrequent visi- 
tors. 

Those children who are per- 
mitted by their physician to travel 
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can go home for occasional visits. 
The success of the whole pro- 
gram depends upon the tender, 
loving care given the children by 
therapists, nurses, aides and other 
members of the hospital staff, plus 
regular visits by the parents. 


THE SCHOOL-AGE CHILD 


Sunnyview houses a complete 
public school facility. From Sep- 
tember to June, the daily routine 
of this group is a busy one, in- 
cluding nursing care, therapy 
treatments and home work. 

Understanding school teachers 
devise activities that help con- 
tribute to the recreation of these 
youngsters. 

Regardless of the busy day, the 
daily repetition can become de- 
pressing, unless sufficient diver- 
sional opportunities are made 
available to these youngsters. 

One advantage most of these 
youngsters have is the ability to 
socialize with friends in their age 
group, thus providing for their 
own recreation to a limited extent. 
Card games, checkers and music 
are popular with this group. A 
current expansion program at the 
hospital provides for a _ patient 
lounge to create additional space 
for these activities. Radio and 
television are available in every 
room, 

The recreation director per- 
sonally tries to stimulate avoca- 
tional interests in each youngster 
and provides the instruction and 
materials necessary. Substitutes 
are suggested for former hobbies 
where disability prevents par- 
ticipation. 

In cooperation with the social 
worker, the recreation director 
attempts to draw out the socially 
retarded youngster through group 
activities and therapy. 

Two hours of organized recrea- 
tional activities one evening per 
week during the school year are 
provided. Members of the auxiliary 
and male volunteers have par- 
ticipated successfully in this pro- 
gram. A good variety of athletic 
equipment and games are available 
for these activities which are car- 
ried out in a new recreation room 
of the hospital where the young- 
sters can “blow off steam’’, engage 
in moderately vigorous activities 
and socialize in a pleasant, nonhos- 
pital atmosphere. 


Saturday afternoon programs of 
arts and crafts, bingo, movies and 
other entertainment are provided. 

Saturday morning classes in 
copper enameling, ceramics, wood 
working, printing, etc., are avail- 
able during the school year for 
teen-agers and adults. 

Annual picnics, parties, profes- 
sional entertainment and gifts from 
contributors round out this pro- 
gram for the school-age child. 


ADDITIONAL ACTIVITIES 


A well stocked library main- 
tained by volunteers provides 
reading material for all age groups. 

A new tradition of having a 
“coming out” party for those 
youngsters who finally are able to 
remove large body casts has been 
established. 

During the summer months, the 
once busy youngsters are suddenly 
quite idle. Coupled with hot 
weather, a situation is created 
which might be harmful to the 
morale of the children. To meet 
this problem, a special summer 
program has been implemented. 

Young patients are scheduled in 
social groups of three or four for 
recreational therapy as they are 
schedu'ed for other treatments. 
Weather permitting, they are taken 
outdoors and engage in a variety 
of sports and activities, These ses- 
sions last an hour. During bad 
weather, these activities take place 
in the hospital. 

Many volunteers with a great 
deal of energy are needed for this 
program—to transport patients, to 
retrieve balls, to lead games and 
to assist patients. To date, the 
recreation director has been able, 
with the help of local colleges and 
high schools, to recruit youngsters 
over 16 years of age to contribute 
one or more days per week to this 
program. Ideally, it takes four 
youngsters and one adult super- 
visor daily to implement the pro- 
gram. 


THE ADULT PATIENT 


The majority of adult patients 
have the ability to socialize and 
improvise in filling some of their 
recreation needs. For those who 
are socially retarded, it is the re- 
sponsibility of the recreation di- 
rector to help provide leadership 
and incentive for recreation. 

An adult patient recreation 
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committee has been formed at 
Sunnyview. This committee is a 
self-governing, self-perpetuat- 
ing organization that represents 
both sexes and all age levels of 
the adult patients. It is the func- 
tion of this committee to plan 
recreational group activities for 
the adults and to help solve prob- 
lems and complaints connected 
with the hospital routine. 

The adult committee meets reg- 
ularly and as the need arises, 
formulates parties, outings, the pa- 
tient newspaper, discussion groups, 
film programs and the programs 
relating to their life at Sunnyview. 

Once a week, the patient com- 
mittee meets with the recreation 
director to submit their recom- 
mendations. These recommenda- 
tions are discussed on the basis of 
merit and feasibility. It is the 
recreation director’s responsibility 
to act as liaison between all de- 
partments and administration, to 
work out details that affect hos- 
pital routine and to explain why 
certain recommendations cannot 
be acted upon. 

In addition to the benefits the 
adults receive through the action 
of their committee, there are other 
values in relation to the goals of 
rehabilitation. For those patients 
participating, an opportunity is 
provided for self-expression and 
social and group dynamics. 

Adults participate in Saturday 


VOLUNTEERS provide tender loving care for preschool children (above) 


and a full-time school situation (below) occupies older children’s time. 
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afternoon film programs and bingo. 
They may use the patients’ lounge 
for card games, or may use the 
recreation equipment, such as 

\uffleboard, pool table, electric 
owling, radio and television. 

A volunteer shopping committee 
is available to purchase items for 
the patients. 

An important factor in boosting 
adult patient morale is the hospital 
policy of permitting adult patients 
to go home for week-ends after 


permission is granted from their 


physician. 
ARTS AND CRAFTS 


Arts and crafts play an im- 
portant role in the life of the adult 
undergoing rehabilitation. These 
activities not only help the patient 
relax and pass time more enjoy- 
ably but also serve as an outlet 
for creativity and give a feeling 
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BECAUSE PATIENTS at Sunnyview Orthopaedic and Rehabilitation Center are of many ages, the 
Program of recreation must have wide latitude. Diversions range from color books for the very 
young (below) to games of bridge for the more sophisticated (opp. page). Slide film presentations 
are a frequent feature, as are “‘party nights’’ (above, right), with planned entertainment and 
refreshments, Volunteers, both male and female, play an important part in the Sunnyview program. 
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of importance through productivity. 

By selecting activities that are 
relatively inexpensive and that can 
be conducted in bed or from a 
wheel chair, the arts and crafts 
program can be continued after 
the patient is discharged, par- 
ticularly if he is chronically ill or 
homebound. 

It is important to mention that 
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although many of the arts and 
crafts activities conducted in the 
recreation program are similar to 
and appear to conflict with activi- 
ties conducted by the occupational 
therapy department, the two pro- 
grams do not conflict, and in many 
instances supplement each other. 
Occupational therapy activities are 
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PROBING 


by JOHN R. SEALE, M.D. 


T HE GREAT difficulty in discuss- 
ing the international subject of 
health is the emotional, sentimen- 
tal and irrational manner with 
which health is usually regarded. 
To view it realistically invites the 
charge of callousness, but this is 
a risk which needs to be taken. 

In Great Britain, for example, 
the public relations problems of 
the National Health Service arise 
from the principles of the service, 
the emotional content of health 
and the conflict between these and 
the hard realities of life. 


THE NATIONAL HEALTH SERVICE 


The National Health Service is 
an organizational framework for 
financing, administering and dis- 
tributing medical care in Great 
Britain. The Act of Parliament 
creating the NHS in 1948 did not 
create any medical care, because 
at this time hospitals were already 
built, doctors, nurses and labo- 
ratory technicians were already 
trained and working, drug com- 


John R. Seale, M.D., is senior medical 
registrar, St. Mary’s Hospital, London, 
England. At the time this article was 
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and research at the Graduate School of 
Business Administration, Harvard Univer- 
sity, as the Goodwin Traveling Fellow, 
St. John’s College, Cambridge, England, 
for 1958-1959. 

This article is adapted from a presenta- 
tion at a public relations seminar at the 
Graduate School of Business Administra- 
tion, Harvard University. 
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The rising cost of hospital and 
medical care is only one of the prob- 
lems that have confronted Great Brit- 
ain’s National Health Service in its 
12 years of existence, the author 
states. Others have resulted from con- 
flicting ideas about the purpose of 
NHS and the extent of its functions. 
The author discusses the principles of 
the program and comments on. its 
achievements and shortcomings. 





panies were producing penicillin 
and research was being under- 
taken. However, as medical care 
and the organization which pro- 
vides it are inextricably mixed, 
the result sometimes is monumen- 
tal confusion of thinking about the 
NHS. Nearly all praise given the 
service is praise for the medical 
care, which is largely independent 
of the NHS itself. For example, 
some politicians in England have 
attributed the falling infant and 
maternal mortality rates and the 
rising expectation of life since 
1948 to the service, although these 
changes are just a continuation of 
trends that have occurred since 
the 1880’s and really show no no- 
ticeable change since 1948. Simi- 
larly in 1957, an American patient 
with a coronary thrombosis in a 
public ward of a London hospital 
was full of praise for the service, 
because of the excellent nursing 
he received. His praise would have 
been more appropriate had it been 
directed at Florence Nightingale 
and the British nursing profession 
rather than at the service. How- 


reat 


ever, there is no doubt that over 
many years, the NHS (that is, the 
financial, administrative and dis- 
tributing organization) may affect 
the quality and quantity of medical 
care for better or for worse. 


PRINCIPLES OF THE SERVICE 


The principles of the NHS are 
not well known in the United 
States. The following are some of 
the more important: 

1. As an individual right and 
free of direct charge to the patient, 
all persons in Great Britain are 
provided with any medical care 
which their state of ill health re- 
quires. 

2. The Minister of Health is re- 
sponsible to Parliament for pro- 
viding this care. 

3. The majority of required 
funds (80 per cent to 90 per cent 
of the gross cost) are derived from 
general taxation. 

4. Compulsory and direct week- 
ly health insurance contributions 
are small. They have been from 
one to two shillings per week for 
each employed person. 

5. Physical plants owned by the 
hospitals are transferred to state 
ownership. 

6. Specialists are paid by salary, 
and family physicians are paid 
by capitation fee. Both groups re- 
main free to conduct private prac- 
tice if they wish. 

It is interesting to note that both 
political parties are equally com- 
mitted to these principles. 
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Britain’s national health service 


There are three main groups in- 
volved in the public relations 
problems of the NHS—the public, 
which is both patient and tax- 
payer; the government, which is 
the executive branch of the state 
and responsible for its actions to 
Parliament; and the medical pro- 
fession and other employees of the 
service. The problem for the gov- 
ernment is to provide the public 
with adequate medical care as 
promised while keeping the total 
cost to the taxpayer as low as 
possible. The success of these aims 
is closely related to the acquisition 
of votes, but the achievement of 
either one causes difficulty in the 
achievement of the other. In addi- 
tion, the government must assume 
the responsibility of giving the 
employees of the NHS reasonable 
conditions of employment. 

There is no doubt that the gov- 
ernment has been very successful 
in its first aim of providing the 
public with adequate medical care 
largely free of direct cost to pa- 
tients. The NHS is very popular; 
well over 90 per cent of the popu- 
lation using it give only minor 
criticism of it. However when an- 
alyzed it is clear that the public 
is satisfied with the medical care 
itself and its relatively free dis- 
tribution, which is not the same 
as the NHS. 


SHORTCOMINGS OF SERVICE 


There is equally no doubt that 
the government has been singu- 
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larly unsuccessful in providing 
comprehensive medical care at a 
cost which the taxpayer considers 
reasonable. There is general agree- 
ment that the NHS “costs too 
much,” but the only agreement to 
the question, “How much should 
it cost” seems to be that it should 
cost less than it does. 

A public relations problem be- 
cause of costs was inevitable once 
the actual costs were found to 
greatly exceed predictions. The 
Beveridge report of 1942 estimated 
that the cost of a comprehensive 
health service in England would 
be £170 million per year. With 
development and consequent re- 
duction of its needs, it would still 
cost only £170 million in 1965.1 
But in 1949, the expenditure was 
£431 million and in 1958 it was 
£763 million.2 If present trends 
continue, the cost in 1965 will be 
about. one billion pounds, or more 
than five times the estimate of 
the Beveridge report. Inflation 
largely accounts for the rise since 
1949, but it is not the entire reason. 
The gross error made in the 1965 
prediction in the Beveridge report 
resulted from a myth widely held 
by politicians in the 1940’s in 
Britain. The myth states that with 
the increasing health of the popu- 
lation, health expenditure per head 
falls. 

Other poor predictions help to 
explain the general agreement that 
the service costs too much. The 
government White Paper in 1944 


estimated that it would be several 
years before expenditure on the 
ophthalmic services in England 
and Wales would reach £1 mil- 
lion,? but in the first year it was 
£21 million;* similarly, the dental 
services estimated to cost under 
£10 million annually, in the first 
year actually cost £40 million. 

These discrepancies between 
predicted and actual costs do not 
prove that the NHS is expensive, 
but rather they suggest poor pre- 
dictions based on inadequate evi- 
dence. Nevertheless, the general 
agreement that the service did in 
fact cost too much, and that there 
was serious abuse and waste, did 
not improve the relations between 
the government and the public. In 
addition, there was dissatisfaction 
that approximately 20 per cent of 
all civil expenditure by the central 
government was on the NHS, a 
proportion that had neither been 
expected nor intended. The gov- 
ernment, therefore, in 1954 called 
for an impartial inquiry into the 
cost of the NHS. The Guillebaud 
committee, however, produced no 
evidence of widespread waste or 
abuse, nor any areas where ex- 
penditure could be significantly 
cut. Indeed, it recommended a 
three-fold expansion in capital ex- 
penditure on the hospitals. 

Thus, the government is faced 
with a dilemma. Although the 
public likes the “free” medical care 
it gets, there is general agreement 
that it costs too much. However, 
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a two-year inquiry produced no 
evidence that costs could be ef- 
fectively reduced without cutting 
services. The government’s actions 
in view of this dilemma are quite 
understandable. 


ATTEMPTS TO CUT COSTS 


Small direct payments for cer- 
tain services to patients have been 
levied. In 1951 patients were 
charged one shilling for each pre- 
scription and one pound for each 
course of dental treatment. In ad- 
dition, they had to pay half the 
cost of spectacles and false teeth. 
The charges were designed to de- 
crease demand for these goods and 
services and to increase revenue. 
The income from them was £3 
million in 1949, £8 million in 1951 
and £32 million in 1957. Direct 
patient payments are resented by 
many who had voted for free med- 
ical care and are regarded by 
others as a blemish on the ideo- 
logical purity of the NHS. It is, 
therefore, not surprising to hear 
that some advocate their immedi- 
ate abolition.” 

The other actions or lack of 
actions by the government to con- 
trol the rising cost of the NHS are 
little known, but in the long run 
may have a profound effect on 
medical care in Great Britain. A 
ceiling of £400 million of central 
government expenditure was made 
in 1950 to prevent further drain 
of public funds. This ceiling, al- 
though impossible to maintain as 
money devalues, has resulted in 
tight control of the health service 
establishments, wages, salaries and 
capital expenditure. To discover 
the effect of this control requires 
more than a superficial glance at 
the service. 


HOSPITAL BUILDING IN ENGLAND 


Hospital rebuilding in Great 
Britain ceased in 1939 because of 
the war, and little has happened 
since. A prime function of the 
new state hospital service was to 
undertake the enormous rebuilding 
program which was required as a 
result of the prewar financial dif- 
ficulties of the hospitals and the 
damage and neglect of war. The 
NHS has, after 10 years, made 
little progress in rebuilding. In 
1954 capital expenditure at £10 
million was one-third of that spent 


52 


in 1938 at constant prices.8 The 
Guillebaud Committee recom- 
mended in 1956 an immediate 
threefold expansion,® but the ex- 
penditure of £22 million in 19599 
still represents little over half the 
1938 expenditure.® 

The capital expenditure on hos- 
pitals covers much besides new 
construction. Indeed, the founda- 
tion stone for the first new hospital 
built in Great Britain since 1939 
was laid in May 195419 and was 
the only one completed by 1959. 
Of existing British hospitals, 21 
per cent were built before 1861, 
and 45 per cent before 1891.1! 

The building of health centers, 
which were to be diagnostic and 
therapeutic centers for family 
physicians, was considered vital 
to the improvement of general 
practice under the NHS. Two 
thousand were to be built, but 
only a handful have appeared in 
10 years.12 Shortage of funds, al- 
though not the only factor, has 
been important in leading to this 
outcome. 

No funds are specifically allo- 
cated for medical research by the 
NHS. The Ministry of Health 
makes no reference in its annual 
reports to research activity by the 
Ministry.135 The Medical Research 
Council, an excellent research or- 
ganization, is financed entirely by 
a government grant, but it was 
founded in 1913 and is financially 
independent of the service. Ex- 
penditure by the Medical Research 
Council in 1958, at just over £3 
million, was only one-twentieth 
of the $190 million spent on medi- 
cal research by the U.S. govern- 
ment.15 

Well over half NHS expenditure 
is on wages and salaries. The con- 
trol of these is essential if the 
government is to keep down the 
cost of the service. The success of 
the government in controlling the 
earnings of NHS physicians during 
a period of steady inflation resulted 
in the growing dissatisfaction over 
remunerations which led to the 
appointment of a Royal Commis- 
sion to investigate doctors’ and 
dentists’ earnings. The consumer 
price index advanced by 2 to 5 
per cent per year between 1948 
and 1958 in Britain, but the capi- 
tation fee for family physicians 
remained unchanged from 1952 


until 1958. Also, there has been 
no change in the merit award 
paid to certain senior specialists 
since 1948. There have been simi- 
lar (although less well known) 
decreases in real earnings of many 
other health service personnel, 
such as administrative employees.!® 


IMPLICATIONS OF ECONOMY MEASURES 


Careful examination of the NHS 
leads one to conclude that the gov- 
ernment is more concerned with 
good public relations than with 
the provision of an excellent health 
service both now and in the future. 
If the public gets its day-to-day 
medical care as promised with only 
minor difficulties, it has little con- 
cern for, and is largely unaware 
of, the factors upon which high 
quality medical care is dependent. 
However, an organization which 
uses physical plants built years 
ago, consistently attempts to re- 
cruit and hold employees on low 
salaries, and leaves research large- 
ly to others is likely to deteriorate 
and stagnate eventually. 

This is obvious. However, to re- 
verse these trends and still main- 
tain the same quality medical care 
means increased expenditure—for 
this there is no alternative. The 
extra funds must come from in- 
creased taxes or decreased govern- 
ment expenditure elsewhere, or in- 
creased health insurance (private 
or state), or increased direct 
charges to patients, or charity. This 
too is obvious, but politically, 
courage is often required to state 
the obvious. The public is largely 
unaware of the situation, but 
would possibly support attempts 
to deal realistically with it if the 
relevant facts were presented. At 
present this is not being done ef- 
fectively either by the government 
or by the medical profession. 


COST OF MEDICAL CARE 


There are many factors affecting 
the rising cost of medical care 
apart from the introduction of the 
NHS. This is illustrated by com- 
paring the British situation with 
the American. In Great Britain in 
the years 1949 to 1957, the con- 
sumer price index rose by 39 per 
cent, but the gross expenditure by 
the hospitals rose by 70 per cent. 
The charge that this discrepancy 
is caused by the waste, inefficiency 
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and abuse of a government service 
becomes difficult to substantiate 
when the trends are compared 
with those in United States’ gen- 
eral hospitals. In the seven years 
1946 to 1954, the consumer price 
index in the United States rose by 
37 per cent, but the cost of hospital 
beds per day rose by 132 per cent.17 
The rate of rise has slowed down 
since 1954, but most of the factors 
causing it persist, and it is likely 
that the real cost of United States 
hospitals will rise by about 5 per 
cent per year indefinitely.” 


MEDICAL FACTORS 


The practice of medicine and the 
pattern of disease is changing rap- 
idly, and paradoxically, as medical 
care becomes more effective, the 
cost rises. Diagnostic techniques 
such as radiology, electrocardiolo- 
gy, electroencephalography and the 
use of radioisotopes are being 
rapidly developed to give more 
exact information, but they in- 
crease costs. At the same time, the 
expected accuracy of diagnosis 
continually rises. Thus, 20 years 
ago a man of 50 with pain in his 
lower chest would have expected 
a physical examination which in- 
cluded only the use of a stetho- 
scope. Today, both he and the 
doctor would probably want to 
investigate the cause of the pain 
with a battery of radiological, 
electrical and chemical tests before 
indigestion could safely be diag- 
nosed. Therapeutic techniques are 
also becoming more complex, re- 
sulting in increased expenditures. 

The success of modern medicine 
in preventing and curing many 
diseases has changed the pattern of 
disease. Many infections which 
killed children and young adults 
by the hundreds of thousands in 
the 19th Century are now curiosi- 
ties in North America and Western 
Europe. As they have disappeared, 
death as a child or young adult has 
become much less common. Con- 
sequently, most persons now reach 
middle or old age. But they still 
die, and even old people do not 
usually die in the pink of health. 
On the contrary, the ailments to 
which elderly people are heir are 
usually of much longer duration 
than those of the young. Today, 
the prevailing pattern of serious 
disease is that of the neoplasms 
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(cancer) of the middle-aged and 
the degenerative diseases (strokes, 
heart failure, arthritis) of the 
elderly. These disorders are often 
incurable and are expensive to 
treat. 

Prevention of disease has also 
changed, with important effects on 
the cost of preventive measures. 
In the wealthy nations, where seri- 
ous infectious diseases and under- 
nutrition are now unusual, little 
further benefit will come from 
improving public health measures 
against them. It is important to 
prevent or cure the most prevalent 
and serious disorders, such as can- 
cers and the degenerative diseases. 
However, it is difficult to prevent 
cancer when its cause is largely 
unknown, and the attempts to de- 
tect it early by routine examina- 
tions often are both expensive and 
largely ineffective. Many of the 
degenerative diseases are essen- 
tially those of old age and to pre- 
vent these implies the prevention 
of the aging process. 


SOCIAL FACTORS 


The expectations of society help 
to raise the cost of medical care. 
Most American patients expect 
new, clean, heated, bright hospitals 
with small wards or single rooms, 
good food, extensive x-ray and 
laboratory facilities, good and 
plentiful physicians, nurses and 
personal attention. On the whole 
they get these things—at a price. 
If they do not, and if they can af- 
ford it, they pay more and go else- 
where. Similar (although slightly 
less exacting) expectations exist in 
Britain. Expectations are not al- 
ways so high and then the cost of 
the hospital is less. 


ECONOMIC FACTORS 


Hospital costs are affected by 
economic changes in other organi- 
zations. This is particularly noted 
with wages, which account for 
most hospital expenditure. As 
wages rise and working hours fall 
in industry, similar trends will oc- 
cur in hospitals, or else they will 
be short of staff. To a considerable 
extent, industry can avoid raising 
prices to pay the increased wages 
by improving efficiency through 
mechanization. Hospitals are not 
in the same position to do this 
because of the nature of their 


work, and so they react by either 
increasing prices or decreasing 
services, or both. This explains the 
apparent paradox that a rise in 
productivity in industry as a whole 
will result in increased hospital 
costs, even though there is no rise 
in industrial costs. 


CONCLUSION 


When taken together, the pre- 
ceding factors clearly show the 
law of diminishing returns in op- 
eration as health expenditure is 
increased. As a nation becomes 
wealthier, it can and does spend 
more on improving its health. If 
its physical health is poor, as 
measured by expectation of life, 
a small increase in total expendi- 
ture will have a significant effect. 
If its health is good, a similar in- 
crease in expenditure will have 
no noticeable effect. 

The public requires information 
if it is to understand the issues of 
and the reasons for the cost of 
health care. A nation cannot have 
the health service it needs, or votes 
for, or is promised—it can only 
have the health service it can af- 
ford or is willing to pay for. In 
addition, medical care of the stand- 
ard expected by the public in 
Britain and the United States is 
expensive and ‘will become more 
so. These are the realities, and 
the government and public must 
understand them. « 
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ITH THE wide range of colors 
W an designs available today, 
an interior designer can easily 
make an attractive layout for a 
hospital ward. The principles that 
apply for pleasing color combina- 
tions are well known, and paint 
companies have devoted much time 
and effort to finding the most rest- 
ful shade of blue and the warmest 
pink. However, the hospital ad- 
ministrator should be concerned 
not enly with color combinations 
and general environment but also 
with the therapeutic atmosphere 
of the design. For instance, the 
decor of a chronic hospital should 
be much gayer than a short-stay 
hospital, and there should be more 
variety in the designs so that re- 
habilitation will be rapid. 

Since it would be impossible to 
cover all of the facets of therapeutic 
design in this article, I will discuss 
the use of floor tiling as a thera- 
peutic agent. 


DESIGNS OVERCOME VASTNESS 


One of the major reasons for 
using floor tile designs in the cor- 
ridors of the Saskatchewan Hos- 
pital, a 1500-bed mental hospital, 
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Interior designs, especially floor tile 
designs, can have a therapeutic effect 
upon patients, the author states. Cer- 
tain designs in corridors, wards and 
recreation rooms can help to break 
down psychological and social barriers 
felt by the mentally disturbed patient. 
The author discusses some of these 
designs and how patients benefit from 
them. 





was to overcome the impression 
of vastness. Corridors having repe- 
titious or homogeneous tile patterns 
appeared infinite in length. In one 
ward, the reflection on the uniform 
tile from a row of incandescent 
lights gave the impression of a 


(ABOVE) The reflection on the uniform tile 
from the row of incandescent lights on the 
ceiling gives the impression of a long high- 
way with a white strip down the center. 


(RIGHT) A square design in the tile helps 
nurses to organize ward activities and 
musical games. 


(BELOW) By using designs and patterns in the 
tile, the monotony of the corridor is broken 
and the feeling of vastness no longer exists. 


highway with a white stripe down 
the center. Also, a homogeneous 
area does not give the patient a 
feeling of personal territory and 
it may cause him to experience 
anxiety about finding his “place” 
in the corridor or day room. Some 
patients have even become acutely 
disturbed when other patients have 
intruded into their personal space. 
Although research has shown that 
personal space breaks down in 
some forms of mental illness, pa- 
tients keep a certain distance from 
one another. By use of designs and 
patterns in the floor tiling, we may 
help the patient to define the 
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limits of his personal territory. 


DESIGNS BUILD GROUP IDENTITY 


The use of distinctive tiles in a 
ward is also a way of building 
group identity. The patient con- 
nects a certain pattern with “his 
ward’. When all the wards in the 
hospital have similar flooring and 
decor, the patient experiences the 





ee ee ee 


DECEMBER 16, 1960, VOL. 34 


impersonality of the institution 
and the lack of anything that he 
can call his own. 

Patterns of floor tiling can also 
be used to mark certain areas that 
cannot be shut off by doors or other 
visible means. In several wards, 


(BELOW) Designs in the tiling can also stimu- 
late socialization among the patients by 
creating a central focus for the furniture. 
By grouping the furniture around this focus, 
the patient is given a sense of security. 


the day rooms adjoin a long cor- 
ridor, with no doorway between. 
In order to give patients in the 
day room a feeling of privacy, a 
square of darker floor tile may be 
laid at the boundary between the 
corridor and the day room, 

The floor tiling can also be pat- 
terned to facilitate ward activities. 
For example, a circle in the center 
of a day room may encourage the 
nurses to make more frequent use 
of musical circle-games or ball 
tosses. A square might increase the 
use of square dancing, or a large 
circle with a small inner circle 
might induce partner dances. A 
music therapist once commented 
that such designs would require 
the services of fewer staff mem- 
bers during ward activities, since 
one of the most difficult problems 
in musical games is to keep pa- 
tients in a circle. A shuffleboard 
pattern may also be used some- 
where in the day room, but it may 
be more feasible to do this with 
tile paint than with tile inlay. 


PSYCHOLOGICAL BARRIERS 


In using tile patterns, the hos- 
pital must be careful to avoid 
creating psychological barriers. In 
some cases, there is a firm per- 
ceptual basis for this. Several 





optical illusions can be created so 
that darker patterns actually ap- 
pear raised. Patients feel they are 
walking on steps when they ap- 
proach darker colored tiles after 
lighter ones. Prominent designs 
might force compulsive or obses- 
sive patients to zig-zag while walk- 
ing through a corridor. On one floor 
of this hospital there are patients 
who refuse to walk across certain 
areas which have designs on them. 
If the hospital administrator is not 
careful in his selection, a tile pat- 
tern could be used which might 
compel patients to detour fre- 
quently while walking through a 
ward. It would be better to leave 
a center area without design, thus 
encouraging compulsive patients 
to walk through these wards 
normally. 

Administrators should also bear 
in mind that some tiles have run- 
ning designs on them. These can 
be contrasted with tiles that have 
sponge-like patterns. It is possible 
for a tile pattern to point in a par- 
ticular direction when only one 
design or block of tile is used; 
however, the hospital should strive 
to avoid ambiguous patterns. Auto- 
biographies of patients who at one 
time were upset or delirious men- 
tion that they perceived ambiguous 
patterns as frightening demons 


and other items consistent with 
their delusions. Patterns with wavy 
lines or dark tiles with light areas 
also should be avoided. 


DESIGNS STIMULATE SOCIALIZATION 


In large day rooms or recreation 
areas, there is danger that the 
patients may gravitate to the walls 
as they would sit in a waiting 
room or a bus station. Certainly 
this arrangement is unsuited for 
conversation and group recreation. 
I have known several administra- 
tors who wanted to keep patients 
away from the walls and orient 
them toward the center of the 
room, This can be achieved by 
giving the patients some island of 
security, rather than expecting 
them to sit isolated in the center 
of the room. Small tables sur- 
rounded by a cluster of chairs or 
overstuffed furniture arranged in 
a square or arc give the security 
needed by patients. Chairs never 
should be placed in the center of 
the room without giving them a 
central focus. A table, a rug, or a 
planter can supply such a focus. 
In the Saskatchewan Hospital we 
have used patterns of floor tiling 
to provide a central focus for the 
chairs. We also feel that designs 
or patterns on the walls will drive 
patients toward the center of a 


room. Patients are more likely to 
sit with their backs to a solid 
colored wall than they are to a 
mural. In one of the geriatric 
wards, an experiment was con- 
ducted in which the number of 
conversations was counted before 
and after 12 tables were placed 
in the ward. Before this, the pa- 
tients sat around the outside of 
the room and rarely spoke to one 
another. Also, there was no place 
to keep magazines and personal 
items. After the tables were 
brought into the ward, conversa- 
tion increased by 50 per cent, and 
Magazine reading more than 
doubled. Furthermore, everyone 
commented on how homelike and 
friendly the ward looked. Pre- 
viously it had the appearance of a 
well-kept bus station. 


DESIGN FOLLOWS FUNCTION 


In essence then, decor should 
follow the functions which an area 
is expected to serve. Because 
therapy is the goal in a hospital, 
the decor should be used accord- 
ingly. Tile designs, as an important 
aspect of ward environment, can 
aid the administrator in marking 
ward areas, facilitating activities 
and games and helping patients 
get away from the walls and into 
small groups. ad 





CHILDREN’S PARTY 
iS PROJECT 
OF NURSING STUDENTS 


(ABOVE) Children join in games 
at the annual Christmas party 
for children of employees of 
Western Pennsylvania Hospital, 
Pittsburgh. (RIGHT) An exciting 
moment arrives for a six-year- 
old. The party is an annual 
project of the freshman nurs- 
ing students at the hospital. 


Each year the freshman nursing 
students at Western Pennsylvania 
Hospital, Pittsburgh, entertain 
more than 150 children at the an- 
nual Employees’ Children’s Christ- 
mas Party. The party takes place 
about a week before Christmas, 
and the girls plan the entire proj- 
ect themselves. The parents and all 
children six years old or younger 
are invited, but from the minute 
the children enter the door, the 
student nurses take over and the 
parents watch the festivities. 


The children are divided into 
groups, and for about an hour they 
play simple, well known games 
with the students. Then all the 
children sit down on the floor to 
watch a pantomime of “The Night 
Before Christmas”. Santa himself 
joins the group, and all the chil- 
dren have a chance to sit on his 
knee, whisper in his ear and re- 
ceive a gift from one of his elves. 

Simple refreshments are served, 
and each child receives a paper 
cup of ice cream and a tangerine. 
The program closes with group 
singing. 

One of the hospital’s women’s 
auxiliary groups finances the cost 
of the refreshments and gifts. The 
party is probably one of the most 
satisfying projects of the year for 
the student nurses. a 
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BLOOD transfusion is essen- 
tially a medical procedure; be- 
cause of its potential hazards, 
it should be administered by a 
physician whose qualifications 
should enable him to handle 
any existing or anticipated 
emergency or complication. 


ANY HEMATOLOGISTS say that 

the most serious risk of 
blood transfusion is the danger of 
transmitting the virus of homo- 
logous serum hepatitis. Medical 
science has not as yet perfected a 
method of detecting the six per 
cent of the population who are 
carriers of the virus, nor is there 
a reliable test to detect blood con- 
taminated with the hepatitis virus. 
According to estimates, the com- 
plication of hepatitis results in one 
out of 500 cases of blood trans- 
fusion. 

Transfusion therapy in the 
modern hospital is considered as 
essential as antibiotic therapy or 
antiseptic technique. When blood 
is needed, there is no substitute 
for whole blood; plasma and blood 
substitutes have limited useful- 
ness. Tests in grouping and cross- 
matching must precede the use of 
whole blood. Although blood 
transfusion two decades ago was 
a major undertaking, today it is 
considered relatively safe and 
a minor procedure. Nevertheless, 
there is probably no biologic prod- 
uct in medical therapy that car- 
ries with it more possibilities of 
dangerous error than blood. This 
danger results from the large 
number of persons who handle the 
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In this article, the author, an au- 
thority in the field of hospital law, 
discusses the legal implications of 
blood collection and administration. 
His discussion covers such topics as 
liability for injury to recipients or 
donors, religious scruples against blood 
transfusion and judicial rulings on 
representative cases. 


blood from the time it is obtained 
from the donor until it is admin- 
istered to the patient, and because 
of the complications which pre- 
vent rigid standardization of the 
procedure. 

Two factors have made blood 
transfusion a safer procedure: 

1. The discovery of the Rh 
factor, which has led to the detec- 
tion of intragroup incompatibilities. 

2. The discovery of the cause 
of pyrogenic reactions and the 
development of methods of pre- 
vention. 





EMANUEL HAYT 


The introduction of blood bank- 
ing and the invention of suitable 
equipment for the collection, stor- 
age and administration of blood 
have increased the availability of 
both blood and plasma. Surgical 
procedures which were once too 
hazardous to undertake are almost 
commonplace now because of the 
reduction in number of deaths 
from hemorrhage. 


TRANSFUSION PERSONNEL 


The administration of blood and 
plasma in hospitals is delegated 
usually to residents or physicians 
specializing in this field. As a rule, 
such physicians are competent to 
carry out blood or plasma admin- 
istration, which in the ordinary 
case involves no unusual problems. 
There are situations, however, re- 
quiring specially trained physi- 
cians: patients in deep shock with 
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collapsed veins, for example, or 
patients with poorly developed 
veins. 

Problems may occur when 
atypical results are obtained in the 
blood grouping and cross-match- 
ing tests, or when the patient 
suffers a reaction caused by the 
administration of apparently com- 
patible blood. Thus it is the re- 
sponsibility of the hospital to have 
at least one qualified person re- 
sponsible for transfusions. His duty 
should include responsibility to 
see that the residents or other 
medical personnel are properly 
trained to perform transfusions. 
He should be available also when 
special difficulties arise.} 

The withdrawal of blood in- 
volves fewer technical problems 
than its administration. Many 
blood banks use specially trained 
nurses or even technicians to with- 
draw blood from donors. 

It is probably considered proper 
both legally and medically for a 
specially trained technician to 


withdraw, but not to administer 
blood, and for a registered pro- 
fessional nurse who has had ade- 
quate instruction or experience in 
such procedures to administer blood 
under the direction and supervi- 
sion of a licensed physician in a 
routine case where the vein is 
easily accessible. However, a reg- 
istered professional nurse may not 
make an incision to reach a vein, 
except in an extreme emergency 
in which a physician is not avail- 
able.2 Although the use of a needle 
to extract blood is a medical act, 
it may be done by a nurse.? 


BLOOD BANKS 


A blood bank is part of a hos- 
pital service which invites donors 
of blood and processes, stores, 
cross-matches and provides blood 
for transfusions. It is a service 
which may be available 24 hours 
a day, seven days a week and re- 
quires a well trained staff with a 
highly developed sense of respon- 
sibility. 


Richard Lower in England used quills and silver tubes to 
transfuse blood from one dog to another. 


Jean Baptiste Denis, a French physician, transfused blood 
from a lamb to a young man. 


Scientific blood transfusion began this year after James 
Blondell at St. Thomas Hospital, London, observed a woman 
die of uterine hemorrhage. 


James Blondel! published his experimental work and find- 
ings on the subject of blood transfusion. 


Bowditch used plasma and serum experimentally. 


Luciani used plasma and serum experimentally. 


George Crile in the United States succeeded in transfusing 
blood from one person to another. 


Max Strumia of Philadelphia adopted routine use of cit- 
rated plasma for emergencies. 


Elliott of North Carolina popularized plasma administra- 


tion. 


Strumia employed dried plasma for transfusion purposes. 


Source: First use of blood transfusion, J.A.M.A. 168:1834 Nov. 29, 1958. 


2 Z ‘ aes 


The introduction of blood bank- 
ing to make blood readily avail- 
able has introduced certain new 
hazards into blood administration 
practice; the most important of 
these is blood contaminated by 
bacteria. Despite all precautions in 
the use of expendable sterile 
equipment and scrupulous aseptic 
technique, it is inevitable that in 
a certain number of cases bacteria 
will be picked up from the deep 
layers of the donor’s skin during 
the bleeding. The existence of 
large numbers of such bacteria in 
transfused blood may give rise to 
severe or even fatal reactions.* 

The storing of blood in ordinary 
refrigerators, even for short 
periods, may cause bacterial mul- 
tiplication. Blood should not be 
obtained from the blood bank until 
a transfusion is ready to be started 
and should be delivered directly 
to the patient’s bedside. If the 
transfusion is to be delayed for 
more than 15 minutes, the blood 
should be returned to the blood 
bank for temporary storage; partly 
used bottles of blood should be 
returned to the blood bank for 
temporary storage. 

As a legal protection, the use 
of a special transfusion form is 
desirable. The form should be 
added to the patient’s chart when 
blood plasma is given, so that 
transfusion reactions and other 
pertinent data can be recorded. 

Two entries should be made in 
the patient’s medical record: 

1. On the laboratory sheet un- 
der the heading “blood”, the entry 
should include: (a) the patient’s 
blood group; (b) the patient’s Rh 
factor, and (c) the date followed 
by the word “transfusion” on the 
first line below the most recent 
blood count. 

2. On the nurses’ notes, the 
entry should include: (a) date of 
transfusion; (b) quantity of blood 
received; (c) donor’s blood group 
and Rh factor; (d) blood bank 
number, and (e) reaction, if any. 


A CALCULATED RISK 


Local laws may prescribe the 
minimum standards for accepting 
blood donors, but each blood bank 
may add its own regulations pro- 
vided that they do not violate the 
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WHATS RIG Hl WITH HOSPITALS ? 


OO OFTEN we read headlines on 
the front covers of national 
magazines asking, ‘“What’s wrong 
with hospitals?” In most cases the 
articles are supplemented by photo- 
graphs of physicians and nurses 
in the glowing lights of an oper- 
ating room, each of whom, the 
articles would have the reader be- 
lieve, has no consideration or com- 
passion for the inert form on the 
operating table. 
Each time I read such an article, 
I want to write a reply to these 
unjust portrayals of the function 
and purpose of hospitals. But, after 
more considered thought, I decide 
that a reply to such an article by 
a hospital representative is perhaps 
not the best seiution. Yet, in spite 
of my dec’sion to resist the im- 
pulse to :eply, there remains a 
longing for a suitable approach to 
this problem. 


PATIENT ESSAY CONTEST 


One day while working on a 
program for National Hospital 
Week, an idea came to me. Why 
not let former patients give their 
unbiased and candid answers to 
the question, “What’s right with 
hospitals?” It seemed more logical 
to approach the subject from a 
positive rather than a negative 
viewpoint. Perhaps an essay con- 
test on the subject would be a 
good solution. Administration en- 
dorsed the idea, and the project 
was begun. Local newspapers were 
contacted and agreed to announce 
the contest. The rules of the con- 
test were published as follows: 

Essay Contest Sponsored By 


Marjorie Saunders is director of public 
relations, Baylor University Medical Cen- 
ter, Dallas, Tex. 
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by MARJORIE SAUNDERS 





ae : 
THE WINNER of the patient essay contest sponsored by the Baylor University Medical Center 
receives her prize bond at a luncheon given in her honor. 





The author describes an essay con- 
test for former hospital patients, de- 
signed to elicit positive reactions to 
hospitalization. She explains how the 
contest was set up and judged and the 
beneficial effects the favorable pub- 
licity had on hospital personnel and on 
the public. 





Baylor University Medical Center 
In connection with activities 
for National Hospital Week, 
Baylor University Medical Cen- 
ter is sponsoring an essay con- 
test. The contest is open to 
anyone who has been a hospital 
patient during the past 12 


months. The rules are simple: 
The Subject: ‘“What’s Right 
With Hospitals” (based on 
my personal hospital ex- 
periences) 
Length of Essay: 
words 

Deadline for Entry: May 8th 

Contestants were instructed to 
give their name, age, address, date 
of hospital admission and length 
of hospital stay. 

The essays were to be judged 
by a committee of hospital officials. 
The author of the winning essay 
was to be a guest of Baylor 
University Medical Center at a 


500-1000 


59 








luncheon at which he or she would 
be awarded a $25 United States 
Savings Bond. 

The papers published the an- 
nouncement and ran another ar- 
ticle later to remind entrants of 
the deadline. The contest was not 
limited to former Baylor patients 
but was open to former patients 
of any Dallas hospital. 

Essays began to come in within 
a few days after the announce- 
ment was made, and by the dead- 
line, more than 100 had been 
received. 

JUDGING THE ESSAYS 


The committee of hospital offi- 
cials was named to read and judge 
the essays. The committee re- 
ported that although their task 
was difficult, it was an enjoyable 
one. They expressed pleasant sur- 
prise at reading so many sincere 
compliments of Dallas hospitals. 

In judging the essays, members 
of the committee read them first 
for content and then selected from 
this group those essays which com- 
mented on more than one facet of 
hospital service. These essays were 
divided into four categories—A, 
B, C and D, representing to the 
committee excellent, very good, 
average and fair. The essays in- 
dicating the most comprehensive 
coverage of hospital services were 
placed in “A” category. The com- 
mittee also considered effective 
presentation, sincerity and general 
interest of content. It is interest- 
ing to note that not one of the 
essays submitted had any ear- 
marks of being “just another con- 
test entry”. 

SELECTING THE WINNER 

After reviewing and discussing 
all the essays in categories ‘A”’ 
and “B”, the judges chose one 
from the “A” category. The win- 
ner, an elementary school teacher, 
was invited to attend a luncheon 
at which her essay was read and 
the savings bond presented to her. 

The winning essay was pub- 
lished on the editorial page of one 
of the local papers. Stories about 
the winner and quotes from her 
essay were published in both 
Dallas newspapers, and the com- 
plete essay was published in 
‘Baylor Progress, an employee pub- 
lication. Reprints of the winning 
essay were posted on _ hospital 
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bulletin boards and were sent to 
the trustees. 

All of the essays submitted were 
acknowledged by the director of 
public relations, and several of 
them appeared in condensed form 
in Baylor Progress. Quotes from 
these essays are being used dur- 
ing orientation for new volunteers. 
Reprints of the winning essay were 
enclosed in the auxiliary bulletin 
and in the bulletin sent to the 
members of the hospital volunteer 
group. 

The patients who wrote the 
essays represented all forms of 
medical problems—simple illness, 
orthopedic, surgical, heart, cancer 
and, of course, maternity cases. 
Comments regarding certain serv- 
ices occurred in practically all 
essays. Some of these included: 
friendliness of admitting per- 


sonnel, cleanliness of the hospital, 
good food and extra snacks, shorter 
hospital stay, helpfulness, kind- 
ness, friendliness, favorable reac- 
tion to costs and the ability of the 
staff to alleviate preoperative fear. 

The favorable publicity that this 
contest gave Baylor University 
Medical Center was most gratify- 
ing, and it had a positive effect on 
the personnel. 

Creating a contest like this not 
only gave former patients an op- 
portunity to express in a positive 
way their opinions of hospital 
services, but also encouraged the 
personnel to continue in their 
efforts to supply satisfactory serv- 
ices. The patient as the recipient 
is, after all, the best judge of these 
services, and he is definitely in a 
position to say, ‘“what’s right with 
hospitals’’. a 


Following are two essays from the Baylor Univer- 
sity Medical Center contest, ‘““What's right with 
hospitals?’’ The first one is the winning essay. 


My husband left home that 
morning without realizing how ill 
he really was and was taken to 
the hospital straight from work. 

“It’s for your protection as well 
as for his good,” our family doctor 
explained over the telephone. ‘Flu 
is contagious, you know, so his 
being at home would expose you 
unnecessarily. This is a vicious 
type of virus, and it seems particu- 
larly hostile to pregnant women.” 

He was right. That 1917 influ- 
enza epidemic took a heavy toll, 
especially expectant mothers. Some 
of them were my own friends and 
neighbors. 

Intermingled with my grief was 
my gratitude for a doctor’s advice 
to me and a hospital’s care of my 
husband. 

“The way they got things done 
there!” he kept saying when he 
got home. “Some of us pretty sick, 
and all of us miserable and cranky, 
but we were treated with every 
consideration, got what we needed 
when we needed it without fuss 
or friction. Company I work for 
could use some of that good old 
Baylor know-how. And so could 
you, my dear. Better food served on 
time, system, efficiency, morale 


building at all times—them’s my 
orders to you from now on!” 

And many years later during 
each ‘recovery’ period from cere- 
bral hemorrhage, he’d say, ‘““Every- 
body at this hospital knows his 
job and does it quietly and effi- 
ciently and methodically. Knows 
what to do and when, when to be 
patiently deliberate, and when to 
be fast!” 

He didn’t know, of course, for 
he was always unconscious when 
he was brought in, but I always 
breathed a prayer of thanks for 
the speedy work of the hospital 
staff, because death relentlessly 
raced alongside of us on every 
one of those emergency trips, de- 
termined that this time the am- 
bulance’s speed and the hospital’s 
corps of workers would be out- 
done for sure. 

All known and available equip- 
ment in their skilled hands to pro- 
long his life for awhile, make him 
more comfortable, free him from 
pain when possible. What a com- 
fort that was. 

What satisfaction, knowing that 
he would be treated as an individ- 
ual, not just “another hopeless 
patient”. “Better send out for a 
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present,” one of the doctors would 
say. “We’ll have you home for 
Christmas, and the little woman 
won’t like it if you don’t have 
something under the tree for her!” 

And what reassurance, knowing 
I’d be notified of any change and 
that I’'d always have things ex- 
plained to me in terms I could 
understand. 

Doctors and nurses sometimes 
have to work like (what seems to 
us) machines. They have to build 
some sort of emotional insulation 
about themselves, or their own 
hearts would break at the things 
they see. But most of them have 
loved, suffered, despaired, hoped, 
faced personal crises of some kind 
at some time, even as you and I. 
Within their hearts are much 
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warmth and sympathy and under- 
standing. Otherwise, they would 
not be doctors and nurses. 

I have been hospitalized many 
times: twice to increase the vital 
statistics, twice for eye surgery, 
several times for miscellaneous 
illnesses, and never once has a 
hospital sold me short, never once 
failed to cooperate with my doc- 
tors, to grant my wishes when 
possible, to make duplicate bills 
for insurance claims, to do any- 
thing within reason to keep me 
improving physically, feeling se- 
cure and satisfied. 

There have been times when I 
had to stay in a crowded ward 
until a needed room was available 
—such shortages are inevitable and 
unavoidable. 

Sometimes when I was in a 
sociable mood, I have regretted 
that my company had to leave 
sooner than I liked or couldn’t 
come to see me as soon as I liked, 
but rules are made in the best in- 
terests of many and cannot be 
broken for the pleasure of an in- 
dividual. In a few instances, food 
wasn’t exactly to my liking, but 
doctors’ orders must have preced- 
ence over patients’ whims, and sick 
people are notoriously finicky eat- 
ers. 

I always fussed about the bills, 
but when I considered the count- 
less services I received, I admitted 
to myself—but never before now to 
a hospital—that the charges were 
very reasonable for the many 
things I got, including the count- 
less intangibles I could never 
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SOME Dallas newspaper comments on the Baylor patient essay contest. 


evaluate—little inconsequential 
things like living instead of dying, 
being brought from a hot, vast, 
rolling sea of pain onto a blessedly 
cool island of ease and comfort, or 
a firm hand pressing on my own 
and a reassuring voice saying, “Go 
back to sleep now. Remember—I’m 
here!” 

Wonderful institutions, hospitals! 

Institutions? They are a way of 
life—a life of fewer and shorter 
illnesses, less pain—and more 
hope! 


Tonight as I lie in my hospital 
bed, knowing that I shall be re- 
leased tomorrow, I find myself 
thinking of all that is good about 
this particular hos} where I 
have been a _ patier: ve times 
during the past six s. Such 
thoughts arouse in me the deepest 
sense of gratitude, and I could 
have one wish to come 1e, it 
would be that I might re all 
of those who have assisted so g- 


nanimously in the restoration of 
my health. 

All that I need to do in order to 
decide, “what’s right with hospi- 
tals” is to remember my own per- 
sonal experiemces...I remember 
the nurses who so faithfully car- 
ried out my doctor’s orders. When 
I needed them, they were at my 
side, day and night, eager to be 
kind and helpful, and without their 
constant care, I should never have 
found the road back to health, 
which is my greatest treasure. I 
shall not forget the friendly clerk 
who admitted me, the cheerful 
lady who brought me my mail each 
morning, the pleasant orderly who 
came to my room each day with 
fresh linens, the considerate maid 
and her helper who kept my room 
spotlessly clean and the various 
people who prepared the delicious 
food served three times daily. As 
long as I live, I shall be thankful 
for the good that the hospitals 
everywhere are doing. Much is 
right with hospitals—I know... ® 








The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on Nov. 
18, 1960. 


COMMITTEE ON LISTINGS 


VOTED: To approve the recom- 
mendations of the Committee on 
Listings for listing of the following 
hospitals and inpatient care institu- 
tions other than hospitals: 


HOSPITALS 
ALABAMA 
Hargis Clinic, Birmingham 
Peoples, Jasper 
ALASKA 
Cordova Community, Cordova 


St. Joseph’s, Fairbanks 
St. Ann’s, Juneau 
Valley Presbyterian, Palmer 
Petersburg General, Petersburg 
Seldovia General, Seldovia 
White Pass and Yukon Route, 
Skagway 
CALIFORNIA 
Highland General, Auburn 


Intercommunity Memorial, 
field 

Briggs-Gridley Memorial, Gridley 

Levine Hospital of Hayward, Hay- 
ward 

Lakeside Community, Lakeport 

Woodruff Community, Long Beach 

Westside, Los Angeles 

Yuba County, Marysville 

McCloud, McCloud 

Mount Shasta Community, Mount 
Shasta 

Feather River Sanitarium, Paradise 

Western Pacific Railroad, Portola 

Plumas County, Quincy 

Kaiser Foundation, Richmond 

Little Company of Mary, Torrance 

Tulare District, Tulare 

Mendocino County, Ukiah 

Ukiah General, Ukiah 

Aloha, Van Nuys 

Trinity General, Weaverville 

Kern Valley Community, Wofford 
Heights 


Siskiyou County General, Yreka 
COLORADO 
Alamosa Community, Alamosa 


Santa Fe, La Junta 


Fair- 


62 


ASSOCIATION 


SECTION 





FLORIDA 
North Brevard, Titusville 
ILLINOIS 
Bellevue Place, Batavia 
Von Solbrig Memorial, Chicago 
DeKalb County Tuberculosis San- 
atorium, DeKalb 
Eureka, Eureka 
Morrison Community, Morrison 
The Home, Sterling 
INDIANA 
Wells County, Bluffton 
Huntington County, Huntington 
Little Company of Mary Hospital- 
Home for Chronically Ill, San 
Pierre 
IOWA 
Akron, Akron 
Belmond Community, Belmond 
Hawarden Community, Hawarden 
Orange City Municipal, Orange 
City 
Merrill Pioneer Community, Rock 
Rapids 
Community Memorial, Sheldon 
Osceola, Sibley 
KANSAS 
Horton, Horton 
Plainville Rural, Plainville 
KENTUCKY 
Knox County, Barbourville 
Middlesboro Clinic, Middlesboro 
LOUISIANA 
St. James Parish, Lutcher 
Rayne-Branch, Rayne 
MAINE 
Parkview Memorial, Brunswick 
MASSACHUSETTS 
Guardian, Cambridge 
Doctors, Worcester 
MICHIGAN 
Grand View, Ironwood 
MINNESOTA 
Arnold Memorial, Adrian 
MISSOURI 
Chillicothe, Chillicothe 
Children’s Cardiac Center, Kansas 
City 
Community, St. Louis 
MONTANA 
Roosevelt Memorial, Culbertson 
NEBRASKA 
Cambridge Memorial, Cambridge 
NORTH CAROLINA 
Morehead City, Morehead City 
OKLAHOMA | 
Grady Memorial, Chickasha 
Memorial, Hugo 
McCurtain Memorial, Idabel 


PENNSYLVANIA 
Potter County Memorial, Couders- 


port 

Kane Summit, Kane 

Tyler Memorial, Meshoppen 

Port Allegany Community, Alle- 
gany 

Lackawanna County Tuberculosis, 
Scranton 

Taylor, Taylor 

Memorial Hospital of Towanda, 


Towanda 
RHODE ISLAND 
U.S. Naval Air Station, Quonset 


Point 
TENNESSEE 
Sumner County Memorial, Gallatin 
TEXAS 
Memorial, Floresville 


Medical and Surgical Clinic, Tyler 
Whitney, Whitney 


UTAH 
Roosevelt Latter-day Saints, Roose- 
velt 


INPATIENT CARE INSTITUTIONS 
OTHER THAN HOSPITALS 
ALABAMA 
Stringfellow Memorial, Anniston 
ARIZONA 
Hillcrest Medical Center, Tucson 


CALIFORNIA 
Hillhaven, Arcadia 


Hillhaven, Burlingame 

Providence House, Fresno 

Garden Crest Convalescent, Los 
Angeles 

Hillhaven, Menlo Park 

Hillhaven, Newport Beach 

Hillhaven, Oakland 

Hillhaven, Sacramento 

Del Capri Terrace Convalescent, 
San Diego 

Hillhaven, San Rafael 

Hillhaven, Santa Ana 


Hillhaven, Stockton 
CONNECTICUT 
Hebrew Home for Aged, Hartford 


Woodlyn Rest, Prospect 
Homestead Chronic-Convalescent, 
Stamford 
Hughes Private, West Hartford 
Arterburn Convalescent, West 
Haven 
Hawkins Convalescent, West Haven 
Seaside Convalescent, Woodmont, 
Milford 
(Continued on page 120) 
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resistant 
staphylococci 
among 
outpatients 
emerge 
less 
frequently... 
disappear 
more 
readily 


CHLOROMYCETIN 


IN VITRO SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCCI! TO CHLOROMYCETIN FROM 1955 TO 1959* 














These sensitivity tests were done by the disc method on 310 strains of coagulase-positive staphylococci. Strains were isolated from 
patients seen in the emergency room. It should be noted that among inpatients, resistant strains were considerably more prevalent. 


*Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 10360 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 


250 mg., in bottles of 16 and 100. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 


with its administration, it should not be used indiscriminately or for minor 
R VIS infections. Furthermore, as with certain other drugs, adequate blood studies 
DAVIS & COMPANY - ; san Should be made when the patient requires prolonged or intermittent therapy. 
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Where is your hospital located? 





McKESSON « ROBBINS 


Pharmaceutical Service is Nearby! 


Throughout the United States... 


McKesson and Robbins provides fast, com- 
plete and local hospital service. 


Throughout the United States... 


McKesson maintains 90 warehouse divi- 
sions which stock complete and up-to-date 
pharmaceutical inventories. The latest 
pharmaceutical lines—all pharmaceutical 


lines—are available from the convenient 
McKesson Division nearest your hospital. 


Throughout the United States... 
McKesson Hospital Divisions provide: 
e Fast Pharmaceutical Deliveries 
e Professional Assistance 
¢ Reduced Procurement Costs 
e Complete Stocks From One Supply Source 
e Special Services 


Call your local 
McKesson & Robbins Hospital Specialist 


Your pharmacy will profit from his personalized attention plus 
McKesson’s years of pharmaceutical experience. Remember—more than 
60% of the nation’s hospitals testify to the value of this combined ex- 
perience. Contact your nearby McKesson & Robbins Hospital Depart- 
ment today, or write: Milton Stamatos, Manager, Hospital Department, 
McKesson & Robbins, 155 East 44th Street, New York 17, New York. 
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minimum standards. Individuals 
with a history of hepatitis should 
never be used as donors, nor should 
persons who have been intimately 
exposed to disease be used as 
donors for at least six months. 

Homologous serum hepatitis is 
by far the most serious problem 
in blood transfusion because of the 
hazard of transmitting it through 
blood, serum or plasma. The dan- 
ger is much greater when pooled 
plasma is used than when plasma 
or whole blood derived from the 
same person is administered. Un- 
fortunately, there is no practical 
test to detect carriers of the virus, 
and the ability to transmit the 
virus may be retained for an in- 
definite period. 

In the present state of knowl- 
edge, homologous serum hepatitis 
is a calculated risk, which is as- 
sumed as part of a blood or plasma 
transfusion. When the State of 
New York supplied pooled blood 
plasma delivered untouched in its 
original package to a hospital, the 
hospital as well as the state was 
held not liable for a patient’s death 
resulting from homologous serum 
jaundice. The court held that the 
danger of serum jaundice is well 
known to the medical profession 
and there is no obligation for the 
state to instruct licensed physi- 
cians on the proper application of 
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fifessional factice 


LEGAL PROBLEMS OF 


BLOOD TRANSFUSION 


therapeutic agents in common use.® 

A drug manufacturer was re- 
lieved of legal responsibility for 
illness incurred by a patient who 
contracted homologous serum hep- 
atitis two months after a resident 
surgeon had administered a quan- 
tity of blood plasma. The patient 
contended that the blood violated 
the Tennessee Food, Drug and 
Cosmetic Act in that the drug was 
“filthy” and therefore adulterated. 
The court concluded that a virus 
that cannot be seen even with the 
most powerful microscope, that 
cannot be described and whose 
presence cannot be known at all 
except from its ultimate result, is 
not a filthy substance within the 
intent of the statute.® 


GROUPING AND CROSS-MATCHING 


The fundamental basis for a safe 
blood transfusion is accurate blood 
grouping and cross-matching tests. 
The physician giving the transfu- 
sion must depend completely on 
the laboratory for these. The mere 
inspection of the bottle of blood 
cannot determine whether it has 
been correctly grouped and labeled 
or whether the patient’s blood 
has been correctly grouped and 
cross-matched. These tests should 
be carried out by fully qualified 
persons who specialize in this field 
and not by untrained interns or 
physicians having only incidental 
interest in the subject. When 
grouping and cross-matching are 
entrusted to untrained persons, 
dangerous transfusion reactions 
are bound to occur. 


(Continued from page 58) 


The most common cause for in- 
compatible blood transfusion is 
the mislabeling of laboratory spec- 
imens drawn from patients. A 
requisition form for blood should 
be filled out giving the name and 
chart number as well as the room. 
Tubes containing the blood should 
be clearly labeled with the pa- 
tient’s name and chart number, 


, since there may be more than one 


individual with the same name in 
the hospital. 

Before administering blood, care 
must be used in checking the pa- 
tient’s name on the bottle to ensure 
that the bottle of blood is the one 
intended for the patient. The per- 
son responsible for injecting the 
blood should be required to fill out 
a form stating that he has verified 
the name, blood group and Rh 
type for the recipient on the bottle 
of blood and that the recipient’s 
name coincides with that of the 
patient to whom blood is to be 
given.? 

REPRESENTATIVE CASES 

In a District of Columbia case, 
the death of a patient followed a 
transfusion of incompatible blood. 
The technician who had made the 
test erroneously reported that the 
blood for transfusion was com- 
patible; it was administered in 
reliance on the correctness of the 
report. Liability for damages for 
the patient’s death was imposed on 
the hospital.® 

In another case in New York 
State, a laboratory technician made 
a serological test to determine a 
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patient’s blood factor preliminary 
to a transfusion. An error was 
made by the technician in desig- 
nating the blood factor, with the 
result that the patient was trans- 
fused with blood of the wrong 
factor and suffered serious con- 
sequences. A judgment of damages 
was awarded to the patient.® 

Suit was brought against a 
Mississippi hospital for a patient’s 
death, which occurred as a result 
of a blood transfusion in which 
the wrong type of blood was ad- 
ministered. It appeared that a 
technician, after having drawn 
blood from the patient for typing, 
obtained the laboratory slips from 
the patient’s chart and placed them 
on a tray. A little later he typed 
the blood of another patient. In 
filling out the name, room number 
and type of blood of each patient, 
he erroneously labeled the blood 
of the decedent as type ‘2’? when 
in fact it was type “4”. Damages 
were awarded to the patient’s 
estate.10 

In California, a county hospital 
was subjected to a lawsuit in 
which it was alleged that a patient 
through the negligence of an un- 
licensed technician received blood 
transfusions of a type other than 
that of the patient. His action was 
dismissed on the ground that there 
was no statute which imposed 
liability on a hospital performing 
a governmental function, even 
though the patient was paying for 
the services.11 

In a recent case in Utah, it was 
alleged that a patient’s death was 
due to negligence in failing to 
exercise proper care in typing and 
matching the blood and in admin- 
istering the transfusion. The jury 
found in favor of the hospital. 

In refusing to set aside the ver- 
dict, the court stated that a hemo- 
lytic reaction may occur without 
negligence. “There are known haz- 
ards involved in giving blood 
transfusions which, of course, im- 
pose upon those administering 
them the duty of exercising the 
utmost care and vigilance for the 
safety of the patient. This includes 
not only the preliminary steps in 
taking, typing and matching the 
blood, which were satisfactorily 
explained, but also the duty to 
make careful observation of the 
patient during the transfusion for 
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Two errors occurred in reproduction 
of the letter titled “ECFMG and the 
foreign intern crisis” (HOSPITALS, 
J.A.H.A., Nov. 16, 1960, page 66). 

The last paragraph of the second 
column should read as follows: 

“The position of the American Hos- 
pital Association has been based more 
on the need to assure hospitals that 
prospective house staff had sufficient 
skill in medicine and English to be 
able to render safe patient care.” 

The sentence beginning at the top 
of the third column should read as 
follows: 

“The Joint Commission on Accred- 
itation of Hospitals depends on the 
American Hospital Association’s re- 
quirements in this regard.” 





any indications of an adverse 
reaction.” 22 

There are occasions when pa- 
tients with the same or similar 
names are in the hospital at the 
same time and only one of them 
may require blood. Nurses are 
obligated to make certain that 
every requisition for blood carries 
the patient’s complete name, accu- 
rately spelled, and his hospital 
number.!3 


THE WRONG PATIENT 


One case was reported of a 
transfusion having been given to 
the wrong patient. She had an 
operation for the removal of a 
kidney, and after she recovered, 
an intern and a hospital nurse 
entered her room and informed 
her she was to have a blood trans- 
fusion. The transfusion was a mis- 
take, having been ordered for a 
different patient on the same floor. 
In this hospital, blood transfusions 
were ordered only by a patient’s 
attending physician or by a house 
physician, but no such order had 
been given in her case. 

During the transfusion, the pa- 
tient developed a chill and a ris- 
ing temperature, so the procedure 
was stopped. She suffered severe 
headaches thereafter, became men- 
tally ill and spent some time in a 
mental hospital. At the time of the 
transfusion, she was at, or ap- 
proaching, her menopause; the 
transfusion was the turning point 
that caused her subsequent illness. 
The hospital was held responsi- 
ble because the patient was en- 
titled to be protected against tres- 
pass and assault. The wrongs 
were committed by the very per- 


sons whom the hospital employed 
and to whom it gave access to the 
rooms and persons of patients. 
Their acts cast liability on the 
hospital.14 

Lawsuits have been instituted 
on the theory that the hospital 
should be liable on the basis of 
a commercial transaction for the 
sale of blood rather than for neg- 
gence in its administration. ln 
suing for the sale of unfit blood, 
the theory is that there was a 
breach oft implied warranty of 
fitness tor the purpose or ot the 
“merchantable quality’’ of the 
blood. 


TRANSFUSION IS NOT SALE 


This would be a breach of con- 
tract action as distinguished from 
one tor negligence in administer- 
ing contaminated blood. It has 
been heid that furnishing blood to 
a patient for a transfusion charged 
tor by a hospital does not consti- 
tute a sale; the patient has no 
cause of action for breach of im- 
plied warranties of fitness for use 
or of merchantable quality. 

A patient brought an action for 
damages for personal injuries sus- 
tained in a hospital when she was 
given a transfusion of blood which 
contained hepatitis virus that 
caused her to contract jaundice. 
‘The complaint contained no alle- 
gations of negligence, but sought 
recovery solely upon the theory 
that the supplying of blood con- 
stituted a sale within the meaning 
of the sales act, and as a conse- 
quence, there attached the implied 
warranties of fitness for purpose 
and merchantable quality. 

The court ruled that the sup- 
plying of blood by the hospital did 
not constitute a sale, and thus the 
implied warranties did not attach. 
To hold that it was a sale would 
mean that the hospital, no matter 
how careful, would be held re- 
sponsible virtually as an insurer. 
The action was dismissed.15 

By suing for a breach of war- 
ranty of fitness for use in the sale 
of blood, the patient may seek to 
circumvent the hospital’s immuni- 
ty from lawsuits for negligence. 
This approach was used in a case 
against a public hospital in the 
State of Washington. 

A patient was admitted for sur- 
gery and a routine blood transfu- 
sion was ordered. It was alleged 
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vodine....... 


Analgesic potency as great as morphine 
without drowsiness or hypnosis * 





° 
‘ 


Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. 


Preferred agent for specific situations 


Alvodine is especially well suited for postoperative analgesia be- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 
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Dosage: Orally, from 25 to 50 
mg. every four to six hours 

as required. By subcutaneous or 
intramuscular injection, 

from 10 to 20 mg. every four 
hours as required. 


How Supplied: Alvodine tablets, 
50 mg., scored. Alvodine ampuls, 
1 cc., containing 20 mg. per cc. 
Narcotic Blank Required. 
LABORATORIES 


tT] New York 18, N.Y. 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions. 


*In more than 90% of patients. 





that the hospital employees made 
an incorrect determination of the 
patient’s blood type and that the 
wrong transfusion was the cause 
of her death. The court held that 
the hospital provides blood as part 
of its service and not as a sale of 
merchandise. If there was any im- 
proper act of omission or commis- 
sion, the case is in negligence and 
therefore barred by the immunity 
statute, even though the complaint 
attempts to show a breach of war- 
ranty.16 

In another case, a drug manu- 
facturer was sued for an alleged 
breach of warranty in the sale of 
blood plasma. A patient had been 
seriously injured in an automobile 
accident and was taken unconscious 
to a hospital. There he was treated 
by a physician who prescribed the 
infusion of blood plasma, which 
was done by employees of the hos- 
pital. The blood plasma used al- 
legedly contained jaundice viruses 
and other injurious substances, as 
a result of which the patient be- 
came afflicted with homologous 
serum jaundice or hepatitis and 
died. 

The court held that the hospital 
did not act as an agent for the 


patient in purchasing the plasma. 
“None of the ordinary elements of 
agency,” said the court, “are pres- 
ent here.’ In finding that no cause 
of action for breach of warranty 


existed, the court did not pass 
upon the question of liability, if 
any, for negligence.17 


INJURIES TO BLOOD DONORS 


Complications, such as local 
hematoma or thrombophlebitis at 
the venesection site, injuries due 
" to fainting before or after bleeding 
and disease states, which occasion- 
ally follow blood donation, may 
give rise to lawsuits. Therefore, 
the sample language shown below 
is intended for the volunteer donor; 
if credit allowances are given, it 
can be modified to cover other 
arrangements made with the donor 
for credit, payment, etc. 

“TI the undersigned, am volun- 
tarily depositing my blood with 
the (name of Blood Bank), hereby 
agreeing that it may use such 
blood, or any part thereof, in any 
way it deems advisable and that 
credit will be given to the individ- 
ual or organization designated by 
me in writing in the registry unless 
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tests made after withdrawal reveal 
conditions rendering such blood 
unsafe for transfusion. I under- 
stand that the tests, examinations 
and procedures used by the (name 
of Blood Bank) in the collection 
of blood are recognized as safe, 
and I therefore release the (name 
of Blood Bank) and the doctors, 
technicians, nurses, agents and 
officers connected therewith from 
any and all untoward reactions 
resulting therefrom.’’18 

The legal responsibility of the 
hospital for injury to the donor 
depends on many factors. Among 
these are: (1) the law of the 
particular state as to the immuni- 
ties or liabilities of hospitals; (2) 
whether there was actual negli- 
gence; (3) whether the responsi- 
bility was due to negligence in a 
medical act or an administrative 
act, and (4) the ability of the 
donor to prove causal connection. 
The signing of a release may act 
as a bar to an action because of 
the known risks voluntarily as- 
sumed by the donor. 

In one case, a Texas university 
furnished blood plasma to a hos- 
pital. For the purpose of receiving 
donations of blood, the hospital 
sent a sterilized collecting unit to 
the university, containing a bottle, 
towels, tubing and two needles; 
this sterile packed unit was to be 
kept until used. 

A donor testified that nurses 
swabbed her arm, used a hypo- 
dermic to deaden pain and then 
inserted the needle, encountering 
great difficulty. For the injury sus- 
tained, she had to be hospitalized 
for 12 days. 

She brought action against the 
hospital and the university for 
furnishing and using an unsterile 
needle. Her own doctor testified 
that he could not tell when the 
infection was introduced. She failed 
to show that the needle was con- 
taminated and that such contami- 
nation was the proximate cause of 
her injury. Nor did the evidence 
indicate that some other acts of 
the defendants could have caused 
the injury. The donor’s complaint 
consequently was dismissed.19 

For the first time, in 1951, a 
court in New York State passed 
upon the validity of a general re- 
lease signed by a blood donor in 
advance of a donation of blood. 
This release purported to excul- 


pate the supplier of the blood from 
any consequences from the giving 
of the blood “by reason of any 
matter relative or incident to such 
donation of blood’. The donor 
claimed that he suffered injuries 
which were not the direct result 
of the donation of the blood. 

The court held that while a 
blood donor could give a valid 
release in advance of a donation, 
absolving others from _ responsi- 
bility for harm to him, the release 
would not apply to those acts of 
negligence which were not ordi- 
narily attributable to the giving 
of the blood. Here he fainted and 
fell after his blood had been ex- 
tracted; the want of care occurred 
after his blood had been taken. 
The court said that the release in- 
cluded only such matters particu- 
larly described in the release or 
those of a similar nature, and that 
the donor was entitled to dam- 
ages.20 


RACIAL LABELING OF BLOOD 


Two southern states have adopted 
statutes requiring the racial label- 
ing of blood. In Arkansas, a law 
was enacted in April 1959 requir- 
ing all blood from Negro donors 
to be clearly labeled as such. 

Louisiana enacted a law in 1958 
which provides for the labeling of 
human blood and requires the 
consent of the person receiving a 
transfusion, or his next of kin, 
before blood from a person of a 
different race may: be used. All 
human blood for transfusions must 
be labeled “Caucasian”, ‘““Negroid’’, 
“Mongoloid” or with some su:table 
designation to clearly indicate the 
race of the donor of such blood. 
In case of an emerzency, certified 
to by a physician, the law does 
not apply. 


RELIGION AND BLOOD TRANSFUSIONS 


Jehovah’s Witnesses do not op- 
pose the people’s use of transfu- 
sions, but allow each one the right 
to decide for himself what he may 
conscientiously do. “Jehovah's 
Witnesses consecrate their lives to 
God and feel bound by His word, 
and with these things in view they 
individually decide their personal 
course and bear their personal re- 
sponsibility therefor before God.”’2! 

The Scriptural objection to blood 
transfusions which Jehovah’s Wit- 
nesses present is that God has for- 
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bidden the use of blood as a food. 
According to the quoted Scripture, 
the administration of blood means 
that the body is being fed with 
blood, which they say is contrary 
to the Bible.?2 

Another objection raised by the 
sect is that blood transfusion pro- 
cedures are hazardous. Their liter- 
ature points out the occurrence of 
a number of deaths due to incom- 
plete sterilization of the citrate 
solution in the bottle, blood being 
held under refrigeration longer 
than safety permits and contami- 
nated blood causing hepatitis. 

The religious principles of the 
Jehovah’s Witnesses, like the re- 
ligious beliefs of all other persons, 
should be respected. Every person 
has the right, as a matter of law, 
to say what may or may not be 
done to his body. 

An employee’s religion forbade 
the eating of blood of another and 
he so characterized a blood trans- 
fusion. Seriously injured in the 
course of his employment, he re- 
quired a blood transfusion. The 
employee and his wife advised the 
hospital authorities of their re- 
ligious belief and chose death for 
him in preference to violating this 
tenet of their faith. The widow 
and children sought death benefits 
under the Workmen’s Compensa- 
tion Act. The District Court of 
Appeal of California, in affirming 
the denial of benefits, said that the 
refusal of the transfusion was un- 
reasonable and that by his own 
act, the decedent made his depend- 
ents ineligible for compensation 
payments.23 


LIMITATION OF RIGHTS 


The rights of religion and par- 
enthood are not beyond limitation, 
the Supreme Court of Illinois de- 
clared in approving the action of 
a circuit judge in temporarily de- 
priving parents of the custody of 
their minor child, and subjecting 
the child, over the parents’ reli- 
gious objections, to a blood trans- 
fusion. A guardian was appointed 
for the eight-day-old infant. The 
court ruled that the parents were 
not deprived of their freedom of 
religion and of their rights as par- 
ents, in violation of the Fourteenth 
Amendment to the United States 
Constitution.™4 

There is no reported case of a 
physician having been sued by a 
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Jehovah’s Witness who received a 
blood transfusion, either without 
his consent or contrary to his ex- 
press wishes. 

If a physician, in an emergency 
and in good conscience, should in 
an effort to save the patient’s life 
risk violation of the patient’s pro- 
hibition against the use of blood, 
the patient would have to prove 
some damage from the transfusion 
in order to hold the physician 
liable for other than nominal dam- 
ages. In elective procedures where 
there is no emergency, an adult 
patient has the right to impose the 
condition that no blood be admin- 
istered. The surgeon in such case 
may elect whether to accept the 
patient for treatment. If the re- 
striction on the use of blood is 
unknown to the surgeon until after 
the patient has been admitted to 
the hospital, he may decide whether 
to withdraw as physician, provided 
the patient is not in imminent dan- 
ger and has a reasonable oppor- 
tunity to secure the services of 
another physician. 

The best procedure, under ordi- 
nary circumstances, may be to 
obtain a release from the patient 
absolving the hospital and surgeon 
from liability on account of the 
patient’s refusal to accept a blood 
transfusion. 

The Board of Trustees of the 
American Hospital Association on 
Nov. 21, 1958 approved a statement 
titled “Jehovah’s Witnesses and 
Blood Transfusions”, and a form 
for refusal to permit blood trans- 
fusion. It is suggested in the state- 
ment that the following points 
receive consideration by hospitals 
in the case of persons whose reli- 
gious faith prohibits the use of 
blood: 

1. If the patient is an adult, a 
written refusal is recommended to 
absolve the hospital, the physician 
or physicians and all other assist- 
ing personnel from liability, if any, 
for the failure to administer blood. 

2. If the patient is legally too 
young to make his own decisions, 
the written refusal of the parents, 
if available, should be obtained. 

3. In emergencies, and where 
release of the parents of minors is 
not obtainable, it would be expected 
that blood would be administered 
when medically indicated unless 
clear and convincing evidence is 
at hand that the patient, if con- 


scious, or the parent, if present, 
would refuse transfusion. 

4. Jehovah’s Witnesses consider 
blood derivatives objectionable, but 
do not object to the use of blood 
substitutes. 

5. Representatives of Jehovah’s 
Witnesses state “that a physician 
who is one of Jehovah’s Witnesses 
may, according to his belief in the 
Bible, administer blood, if he can 
conscientiously do so, when re- 
quired for the patient who has no 
objections or who does not indicate 
that he is one of Jehovah’s Wit- 
nesses, when ordinary usage and 


customary professional practice re- 


quire it.” 
6. In view of the foregoing para- 
graph, it is desirable that provi- 


sion be made within the hospital 
for the administration of blood to 
patients who do not object to its 
use, in the event that medical staff 
members are unwilling to admin- 
ister blood because of their reli- 
gious beliefs.25 Ld 
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RADE TUBING 


Intramuscular implant Subcutaneous ithplant ; 





Redness, swelling. and edema are evident in the area surrounding subcutaneous and: intramuscular implants of 
ordinary plastic tubing. No reactions whatsoever can be observed with the implants of B-D Medical Grade Tubing. . 
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| HOSPITAL TUBING SETS 


designed for use in a wide range of medical 
and surgical intubation functions 


from raw material to finished product — manufactured, sterilized and controlled by B-D 


FORMULATED FOR FUNCTION 


four distinct vinyl formulations insure the correct 
degree of flexibility for the end-use...each set is 
“custom-tailored”...no variation in wall thickness 


IMPROVED DESIGN 


smooth, unbroken plastic surface...softly rounded 
distal tips... oval-shaped “eyes” properly positioned 
for most efficient performance 


EFFICIENTLY PACKAGED 


transparent polyethylene packages for visibility plus 
sterility can be used for inventory control 


ANIMAL TESTED 


exhaustive biologic studies... assure that every batch 
of tubing used in these sets is TISSUE-COMPATIBLE 


Harris Flush (enema) - connecting - oxygen - extension 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


IN CANADA: BECTON, DICKINSON & COMPANY, LTD., TORONTO 10, ONTARIO 





OF BECTON, DICKINSON AND COMPANY 
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AIDING hospital personnel and staff in their fight against cross-infection is this disposable 


gown to be worn during tr t or ex 





tion of patients. 


Disposables up to date 


ITH THE growing emphasis on 

time and labor-saving mate- 
rials and methods in hospital prac- 
tice, it is not surprising that sup- 
plies that can be used once and 
discarded have become an impor- 
tant part of the hospital scene. 

In an analysis published in 
1957*, many new disposable items 
were noted and discussed. In the 
field of plastics, for example, there 
were gastrointestinal decompressor 
tubes, stomach irrigation tubes, 
Levine tubes, oxygen catheters, 
oxygen connecting tubes, oxygen 
cannula, feeding tubes, premature 
infant feeding tubes, rectal tubes 
and extension tubes for adminis- 
tering :ntravenous anesthetics. 

Suction catheters and pediatric 
scalp vein infusion sets were men- 
tioned, as well as drainage bottles 
and plastic connecting tubes. Sev- 
eral kinds of disposable enemas, 
plastic drinking cups and a plastic 


*Title, M. M. What’s new in disposables. 
HOSPITALS, J.A.H.A. 31:76 May 16, 1957. 


Monroe M. Title is assistant director, 
Brent General Hospital, Detroit. 

This paper based on a presentation to 
the Greater Detroit Area Association of 
Hospital Purchasing Directors. 
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by MONROE M. TITLE 





In this article, the author reports 
the findings of a survey on current 
use of disposables in hospitals in the 
greater Detroit area. He also reviews 
the development of new disposables 
during the last three years and the 
improvement of those that have been 
in general use for several years. 





speculum were analyzed. Plastic 
cover slides were described, along 


A DISPOSABLE urinary drainage container, 
which is attached by an adjustable iron 
hook to the bed rail, is calibrated to milli- 
liters to provide a quick check of patients 
output. 


(ABOVE) ONE OF the more widely used 
disposable items is the surgeon's glove. 


(LEFT) DESIGNED to save nursing time, pro- 
vide accurate fluid measurement and increase 
patient acceptance is a disposable enema 
administration unit. 
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OTIS ELEVATOR COMPANY -« 
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METHODIST HOSPITAL 
of BROOKLYN, N.Y. 


The new STANLEY H. MINER PAVILION (1959) Rogers & Butler, Architects 


The Methodist Hospital of Brooklyn was started in 1881. In 
1959, it treated 12,215 in-patients, 30,386 out-patients, delivered 
2,734 babies, handled 22,401 emergency room cases, per- 


formed 6,507 surgical operations, made 160,021 laboratory 


tests, made 27,063 X-ray examinations and 85,628 X-ray ex- 
posures, served 539,746 meals. All, during a total of 132,020 
patients days. And all ably directed and performed by 780 em- 
ployees, 40 interns and residents, and 109 attending physicians. 


260 ELEVENTH AVENUE + NEW YORK !, N.Y. 
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‘Here at the METHODIST HOSPITAL of Brooklyn, 

we approached our vertical transportation needs from 
the standpoints of adequacy and availability because 
of the chaos that inadequate or suddenly interrupted 
elevator service could create. 


“First of all, we looked for long and varied experience 
in elevatoring large hospitals. 


VERNON STUTZMAN 


DIRECTOR ‘Second, we gave careful consideration to the 


reliability of the equipment. 


“Third, we sought dependable service to maintain the original efficiency of our elevators. 


“We found that OTIS could supply all three.” 


OTIS installation engineers with their unmatched experience in the hospital field are 
able to predict the quantity and quality of the elevator service needed in 
every part of a hospital. 


OTIS leadership in design and construction leaves no doubt about the reliability 
of the equipment. 


And OTIS highly skilled ‘engineered maintenance’, which has been used at the 
METHODIST HOSPITAL of Brooklyn since 1947, keeps elevators running like new. 
It also provides prompt emergency service from a local OTIS office. All, for just 


one fixed nominal monthly charge. 


One other point in OTIS' favor: Because new advances in OTIS elevator design and 
operation can be applied to existing installations, all of the earlier elevators at the 
METHODIST HOSPITAL have the same automatic operation as the newest cars. 
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with a diaper with a special plastic 
retention sack. Other plastic items 
included oxygen masks, blood bags 
for transfusions and nylon connec- 
tors. Disposable urinals and uri- 
nary drainage tubing completed 
the list of plastics. 

In 1957, disposables already had 
a firm foothold in the hospital 
market. Since that time, kospital 
use of these items has incveased, 
these items have been improved 
and new items have been devel- 
oped and marketed for hospital 
use. 


SURVEY OF CURRENT USE 


To obtain up-to-date informa- 
tion on the use of disposables in 
one metropolitan area, we sent a 
questionnaire to all members of 
the Greater Detroit Area Associa- 
tion of Hospital Purchasing Direc- 
tors. Of the 32 member hospitals 
in the Association, 23 replied. Al- 
though three removed their names 
from the questionnaire, almost 
every major hospital in the city 
replied. 

Analysis of the questionnaires 
disclosed an interesting situation 
in this area. Purchasing agents 
were asked if they were using dis- 
posable needles; 16 replied yes 
and seven no. Of the 16 using dis- 
posable needles, nine were using 
them in the laboratory only, six in 
other areas, while six were using 
them throughout the hospital. None 
of the larger hospitals had been 
using such needles for longer than 
one year, but one smaller hospital 
had been using them for 18 months. 


REASONS FOR USE 


Asked for the basic reasons for 
using disposable needles, the hos- 
pitals checked off seven different 
reasons in the following order: (1) 
sharper—9; (2) easier handling— 
9; (3) elimination of cross-infec- 
tion—8; (4) better patient rela- 
tions—4; (5) more reliable sterility 
—3:; (6) economy—2, and (7) 
more practical—1. Hospitals were 
also asked how long they had been 
using such needles and the replies 
showed that three started three 
years ago, two began two years 
ago, six had been using them for 
one year and four for less than a 
year. 

Finaliy, hospitals not using such 
needles were asked the principal 
reason. Although many did not 
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reply to this question, others indi- 
cated that the needles were too 
expensive, they had not yet evalu- 
ated them or that they were testing 
them and awaiting reports. One 
major hospital in Detroit, giving 
40,000 injections a month, said it 
cost $28 to $29 per thousand to 
process reusable needles. As dis- 
posables cost $37.50 per thousand, 
the hospital restricted their use to 
the laboratory. However, the nurs- 
ing staff favors changing to dis- 
posables because they are sharper. 

Another section of the question- 
naire dealt with the use of dis- 
posable syringes. Such syringes 
have not been generally accepted, 
for five said yes to this and 18 said 
no. Of the five using such syringes, 
two had been doing so for two 
years, one for one year, one for 
six months and one failed to indi- 
cate the time involved. Again the 
hospitals were asked the basic 
reasons for favoring such disposa- 
bles; replies indicated easier han- 
dling, elimination of cross-infection 
and one hospital cited economy. 
One hospital cited time-saving and 
giving better patient care, while 
still another thought they were 
more practical. 


REASONS FOR NONUSE 


Hospitals not using disposable 
syringes were asked for the reason, 
and 13 replied that they were too 
expensive. One noted that it had 
“not found any completely ac- 
ceptable’. Only one noted storage 
problems and another commented 
“under consideration”. 

Still fewer hospitals were utiliz- 
ing disposable gloves. Of the 23 
replies, only one—a 232 bed hos- 
pital—had found such gloves worth 
using, but of the other 22, 17 had 
already presented the item to sur- 
geons for evaluation. The results 
reported by the 17 indicated that 
six were still discussing the item, 
three had found no saving involved, 
one decided against using them 
because of poor packaging and two 
simply were against the change. A 
large hospital commented that the 
nurses liked the disposable gloves, 
but the surgeons insisted on a 
particular brand name. 

Purchasing agents were asked 
which of 38 different special dis- 
posable items they were using. 
Many old and some new items 
were listed. In general, all used 


some items, but none used all 
items. Greatest use was made of 
denture and sputum cups and 
medicine cups. These items were 
used by 20 of the 23 hospitals. 
Shroud sheets and mortuary gowns 
were used by 16, sterile wraps by 
15. No less than 14 hospitals men- 
tioned pediatric urine collectors 
and intravenous tubing. Twelve 
cited slippers and 11 drainage bags. 
Items not used by anyone included 
disposable wash basins and ex- 
amination capes and gowns. 

Finally, the questionnaire in- 
cluded 19 prepackaged items now 
available to hospitals. We found 
that no hospital used all of the 
items, but that everyone of the 19 
items was used by at least four 
different hospitals. The most com- 
monly used items were: intrave- 
nous administration sets and sugar 
packets, 21 hospitals; enemas, 19; 
lancets, 18; dressings, drainage 
tubes, intravenous solutions and 
salt packets, 17; feeding tubes, 16; 
applicators, oxygen tubes and pep- 
per packets, 15. Sterile needles 
and tongue depressors were used 
by more than half of the hospitals. 

The survey showed greater use of 
prepackaged items than formerly 
and indicated acceptance of most 
items in this area by more hospi- 
tals in and around Detroit. These 
prepackaged items are used mainly 
by the nursing and dietary depart- 
ments. 


FEWER NEW DISPOSABLES 


In analyzing disposable items 
which have appeared in the past 
few years, we learned that there 
has been a falling off in the rate 
at which these new materials have 
been introduced. However, a dozen 
or more articles are worthy of 
mention. Surgeons’ gloves have 
appeared, which are practical for 
all types of medical examinations. 
These are now made snug and 
heavier at the wrists, yet are thin- 
ner at the fingertips for added 
sensitivity. Presumably, they save 
on laundry, sorting, testing and 
prewrapping costs. A number are 
made of plastic; others are made of 
white or brown latex. 

Quite a few new cotton or cloth 
disposables have appeared; it is 
claimed that they do not disinte- 
grate. They can be used with 
water, soc d, cleansers, gasoline, 
polish, oils, waxes and even carbon 
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Before you invest. ..investigate Super! 


SUPER 60x 96 TILT-OUT WASHER boosts 
washing speed, takes out all the hardest work, 
gives you extra loads per machine every day. 
Its 30° tilt-out position permits quick, easy 
loading and unloading. No need for leak- 
proof doors ... takes any size of extractor 
container. All stainless steel with sliding or 
hinge-type doors. 


SUPER CHEST-TYPE IRONER features 8 
extra-large padded rolls, 8 extra-deep steam 
chests. Delivers 20% extra heated surface 
under pressure for greater drying capacity. 
Eliminates scorching. 


SUPER AUTOMATIC FOLDER can be con- 
tinuously operated at top capacity to fold 
more pieces per minute . . . limited only by 
the drying capacity of the ironer. Automati- 
cally, electronically measures, folds and de- 
posits flatwork for inspection. Pushbutton 
controls. No concealed mechanism to hinder 
maintenance. Choice of two models for either 
large or small articles. 
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SUPER Imperial 8-Roll 
Chest-Type lroner 


IT PAYS TO GO SUPER ALL THE WAY because every 
unit costs you less to begin with, less in the long run—yet 
there’s no compromise in efficient design, up-to-the-minute 
engineering and low-maintenance construction. 

IT PAYS in the more efficient use of Steam, electricity 
and labor. 

IT PAYS in freedom from costly maintenance problems and 
“downtime.” 

IT PAYS in increased work capacity, faster handling time, 
ease of operation. 

IT PAYS in perfectly processed work with fewer losses . . . 
undamaged, neat, fresh! 

IT PAYS in consistently satisfied customers and instantly 
increased profits! 


CALL YOUR SUPER JOBBER NOW OR WRITE: 


Sg LAUNDRY MACHINERY CO. 
‘ | 1113 W. Cornelia Ave. 
Po, = Chicago 13, Ill. 
a i GRaceland 7-8500 








tetrachloride. These items are fully 
bleached, and the cost is approxi- 
mately seven cents each, depending 
on the size. Even laboratory coats 
and patient gowns are made from 
this special material. Dust cloths 
made of this material are also 
available for sweepers and dusting. 
Because these materials do not dis- 
integrate, they occasionally pre- 
sent disposal problems. 

New disposable paper products 
include pillow covers, drapes, cus- 
pidors, autopsy bags and nursery 
scale paper. 


PLASTIC DISPOSABLES 


A plastic ice pack has appeared, 
which the manufacturer says is 
shaped to fit more comfortably 
than the reusable ice packs. These 
cost 4% cents each. A waste bag 
which can hold up to six bushels 
of material and can be disposed of 
along with the contents eliminates 
the need to empty and replace 
cloth bags. It is designed for one- 
time use in cases where waste is 
of a type that does not encourage 
cleaning and reuse of cloth bags. 
Another item is the single-service 
paper carafe, polyethylene plastic 
coated. The manufacturer states 
that this thin plastic film is odor- 
less, tasteless and nonabsorbent 
and will not peel or flake off into 
the contents. A sanitary top pro- 
tects the pouring lip. 

A single-use, plastic soap dish, 
costing 2% cents, has been pre- 
sented as an anti-infection meas- 
ure. For some time, premeasured 
soap solutions have been in use for 
enemas; these cost five cents each. 
Another interesting new plastic 
disposable is the surgical drape 
sheet, already in use in many hos- 
pitals. It is claimed that it effec- 
tively isolates any contaminated 
or infected area from the field of 
surgery. These drapes are made of 
soft-draping, moisture-proof, plas- 
tic film and are held in place by 
margins of special pressure-sensi- 
tive adhesive. Each drape comes 
presterilized and ready for appli- 
cation. 

Plastic disposable “utility pro- 
tectors” were recently advertised. 
These are useful in isolation wards, 
emergency rooms, for handling of 
patients’ clothes, specimen bags, 
laundry bags, waste receptacles or 
as blanket protectors. They come 
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packaged in roll form in a dis- 
pensing carton, like rolls of wax 
paper. Cost is $14 per roll of 200. 

A disposable catheter and col- 
lection bag combined into a single 
handy unit has been developed. A 
card is included on which the labo- 
ratory technician can fill in the 
study results. 

A disposable toothbrush already 
charged with dentifrice and her- 
metically sealed in a_ sanitary 
package is now available. The 
manufacturer asserts that the brush 
and dentifrice have been subjected 
to sanitary procedures and that 
they have a shelf life of 18 months. 
The cost to volume users is 3% 
cents each. 


IMPROVEMENTS IN NEEDLES 


It is worthwhile to discuss im- 
provements on disposable items 
which were in existence more than 
three years ago. The greatest im- 
provements have been made in 
needles. Undoubtedly, they are 
sharper and cheaper than they 
ever were. A plastic hub on one 
such needle inhibits reuse. Color- 
coded hubs permit easy identifica- 
tion and simpler handling. The 
needles are also easier to attach 
and detach. 

Undoubtedly, improvements have 
also been made in disposable 
syringes. These syringes, used with 
disposable needles, have found 
acceptance as an_ anti-infection 
measure. Depending upon the man- 
ufacturer, the needles may be sepa- 
rate or affixed permanently to the 
barrel of the syringes. These dis- 
posable units are sterilized and 
packaged in such a manner as to 
insure sterility until use. 

The present plastic syringes may 
be composed of polystyrene, poly- 
ethylene, polymethyl methacry- 
late or nylon. Polystyrene and 
polymethyl methacrylate syringes 
resemble in appearance the con- 
ventional glass syringes. The poly- 
ethylene and nylon syringes are 
more flexible, but not optically 
clear. Polystyrene, at present, is the 
most popular plastic for syringes 
because of its low cost and glass- 
like appearance. 


AN UNKNOWN QUANTITY 


Although the literature contains 
a great deal of information on 
plastics in general, very little in- 


formation is available as to the 
effect a plastic may have upon a 
drug solution or, conversely, what 
effect the drug solution may have 
on the plastic. It is also noted that 
there is no satisfactory method 
of deciding which plastic material 
should be used for one drug or 
another. Although the cost of dis- 
posable syringes has come down 
to six cents each without the needle 
or 11 cents with the needle, we do 
not believe that these syringes will 
find regular use until the problem 
of drugs reacting with the plastic 
is solved. 

Another item which has been 
improved is the single-use surgical 
lubricant tube. It is now in a trans- 
parent container and is nonirritat- 
ing. Plastic injection sets have been 
improved. The syringe is attached. 
to a sterile connection and a check 
valve prevents a backflow. The 
tubing is clear, not hazy as in past 
years, and the fluid level in the 
drip chamber does not change. 
Cotton disposable items are now 
priced below the cost of launder- 
ing. Prepackaged surgical dressings 
now open in one simple motion, 
keeping the dressing sterile from 
package to patient. Polyethylene 
pillow slips, made of clear plastic 
and pleasant to the touch, have 
appeared. These, it is said, provide 
the absolute protection necessary 
for isolation and other special cases. 
Each pillow slip costs less than 
six cents. 

Improved paper products include 
better gloves, sterile wrap, and 
patient tubing with easy-open tear 
strings. Disposable drainage col- 
lectors are now calibrated to show 
patient output. Food products now 
include salt-substitute and sugar- 
substitute packets. Prewrapped 
dressings now include nonadhering 
dressings, cotton-tipped applica- 
tors, patient-ready sponges, pro- 
fuse drainage dressings and but- 
terfly closures. Drape sheets are 
now made of a special tissue which 
saves the cost of laundering cloth 
sheets. The use of one-time carbon 
paper is coming into its own. 

In conclusion, although relative- 
ly fewer new disposables for hos- 
pital use have appeared in the last 
three years, there is now a greater 
use of disposables in general and 
improvements in individual items 
are constantly being made. . 
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Expend-Tex 


the ultimate in disposable latex surgeons’ gloves 


Q 


~~ Starrest 


.026 inch at wrist — double thickness 
.013 single thickness 


.012 inch at finger-tip — double thickness 
.006 single thickness 


Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 
Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves ... ideal for delicate surgery as well 
as for the general surgeon. 
Get all these advantages: 

Snug-fit, flat wrists prevent annoying roll-down 

White or brown latex 

Envelope of Bio-Sorb* with each pair 

Autoclave tape indicates when sterilized 

Save labor cost on laundry, sorting, testing, pairing, wrapping 

e Low cost—truly disposable 


Write for literature, free sample *REG. THAD) MARK, ETHI 1 Ceyes ‘ 
r ¥ a as eee | Packaged ready for sterilization according to approved 


THE MASSILLON RUBBER CONMPANY hospital techniques, in a convenient peel-back outer 
MASSILLON, OHIO wrap and a wallet-type inner wrap. 
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If you make the meeting Xf 
don’t miss the unveiling... 


take your first look at 
the MONARCH table! 


Meet the MONARCH, the trimmest diagnostic x-ray table ever con- 
ceived! It’s a joy to use, fascinating in its versatility, complete to 90° 
Trendelenburg. You'll find capacity for the most advanced fluoroscopy 
and radiography. And MONARCH’s powered “glide top” carries to a 
full 30” beyond either end of table for the greatest angiographic flexibility 
available today: facilitates many new approaches to positioning . . . sim- 
plifies the handling of patients. 

Although following pages highlight other MONARCH features, its 
full story simply can’t be covered here. So be sure you see the MONARCH 
first-hand at this year’s meeting of the Radiological Society of North 
America. Alternately, full details can be obtained through your local 
G-E x-ray representative, or by writing X-Ray Department, General 
Electric Company, Milwaukee 1, Wisconsin, Dept. L121. 


Progress ls Que Most Important Prodvet 


~ A GENERAL @@ ELECTRIC 


hs) , 


\ 
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INTRODUCED AT 


ERadiological Society of North America 
Cincinnati Meeting, December 4-9, 1960 


Shown here is the MONARCH diagnostic x-ray table, outstanding 
among equipment announced at the RSNA meeting by General 
Electric. Shown with the table are the Model 48-1 tube hanger and 
the Model 60-4 automated spot-film device. 


2 
A 











@ MONARCH 


Compare these 
advanced features 











What significant steps toward tomorrow for fluoroscopy 
and radiography! The MONARCH gives you full 90° 
Trendelenburg . . . and conceals its motor drive in a housing 
so compact you hardly know it’s there. “Glide-top”’ is ‘deal 
for angiography and other special technics, answers sravorhly 
to flip of switch. Bucky includes phototiming prc vision. 
And MONARCH is an ideal choice for accommodating 
the new G-E image intensifier. J's so much more tulle than 
you’ ve ever tried before! 








See the improved convenience and safety! 


Companion Model 60 spot-film devices offer fully automated 
cassette transfer and serial sequencing . . . exclusive dual- 
speed power shutters . . . positive electric locks . . . built-in 
fluoro-timer and remote kvp control . . . angulation control 
on spot-film unit as well as switch on table . . . plus choice 
of regular- or high-speed phototiming. 
MONARCH protective features include fully 
enclosed body shell and automatic Bucky-slot 
closures, plus optional retracting front fluoro- 
shield which literally “floats” into position. 








The MONARCH table can be tailored to meet 
your exact needs for fluoroscopy and radiography, 
since many of its features are optional. 





e new image-intensifier 
. «new cinefluorographic system 
&  » new 500-ma generator 

¢ new explosion-proof mobile unit 
e new diagnostic x-ray tube units 


1960 .- it’s radiology’s stellar year 
for “news” from General Electric... 


There’s a world of new products from General Electric 
at this year’s RSNA exhibits! A whole array of adventures 
in x-ray progress—better image intensification .. . ex- 
plosion-proof mobile unit . . . grid-controlled x-ray tube 
. .. explosion-proof tube unit . . . and the Monarch table! 





It’s truly a year when you'll find every informative 
moment at our booth worthwhile! 

If you can’t be there, see your G-E x-ray representative 
for full details on all these new General Electric x-ray 
products. Or write for specifics to X-Ray Department, 
General Electric Company, Milwaukee 1, Wisconsin, 


Dept. L-121. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 
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eguijment and supply review 


Fireproof acoustical ceiling 
(24E-1) 

Manufacturer's description: UL-approved, 
this suspended acoustical ceiling 


provides 2000° F. fire protection 
for structural steel buildings plus 
sound absorption and dry installa- 
tion, which aids in specifying rated 
fire protection. The ceiling panels 
are approximately 2 x 4 ft., rest 
in a type of exposed grid suspen- 
sion and can be lifted out for 
access to plumbing lines, air con- 
ditioning ducts and other concealed 
utilities. Available in perforated 
patterns only, the panels can be 
used with ceiling height partitions 
to maintain acoustical privacy. 
Armstrong Cork Co., Dept. H24, 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 


Liberty & May Sts., Lancaster, 
Pa. 


Respiration aid (24E-2) 
Manufacturer's description: This unit aids 


in controlling the rate and volume 
of a patient’s breathing. Weighing 
13 lbs., it can be attached to most 
standard anesthetic machines or 
mounted in an anesthetic cylinder 
yoke. The instrument controls res- 
piration by use of a bellows, which 
operates in an air-tight, clear, 
plastic chamber. The bellows con- 
tracts and administers gas under 
pressure. Respiratory volume can 


os 
Rig 
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Fireproof acoustical ceiling (24E-1) 
Respiration aid (24E-2) 

Vegetable cutter and cheese 
shredder (24E-3) 

Plastic carafe (24E-4) 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation, 











be controlled from 50 to 2600 c.c. 
A respiratory rate of up to 60 times 
a min. can be established, a posi- 
tive pressure up to 40 cm. of water 
and a negative pressure from 5 to 
12 cm. can be maintained. National 
Cylinder Gas Div., Chemetron 
Corp., Dept. H24, 840 N. Michigan 
Ave., Chicago. 


Vegetable cutter and cheese 
shredder (24E-3) 


Manufacturer's description: This cutter 
grates all vegetables including 
tomatoes, turnips, lettuce and cab- 
bage. The single, adjustable cut- 
ting disc cuts them into uniform 
slices of the desired thinness, up 


to 5 in. It also grates and shreds 
cheese, including soft varieties. 
One of the cutter’s many advan- 
tages is its speed—it will handle 
100 lbs. of vegetables per minute. 
Built of stainless steel, the cutting 
disc, vegetable holder, discharge 
chute and other attachments are 
removable for easy cleaning. This 
cutter is compact and completely 
portable. Universal Industries, 
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comforting, beneficial — so easy to apply ! 


massage. 


‘tin AREN MASSAGE LOTION 





You know this massage lotion is good for your patients! 
Because Aren with hexachlorophene soothes and refreshes 
as it reduces and controls bacterial flora of the skin. 
Aren Lotion is a chemically pure formula with a 
soft, creamy texture. It has special penetrating and 
cooling effects so comforting to patients . . . alleviates 
chapping, sheet burns, prickly heat. Smells good, too 
— mild fragrance is pleasing to men and women. 
And, it’s so easy to apply! An unbreakable, 
squeeze-type bottle dispenses just the right amount 
for effective back and body rubs. 
Aren Massage Lotion is available in stock 
printed bottles or personalized with your hospital 
name and picture. Write for complete information 
— or talk to your Will Ross, Inc. representative. 


Ww 5 L L : General Offices: Milwaukee 12, Wis 
: Atlanta, Ga. e Baltimore, Md 


Be © Ss sS gy : Cohoes, N.Y ¢ Dallas, Texas 
Minneapolis, Minn. « Ozark, Ala 
INC. 


PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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RECOVERY BED 


by Hill-Rom 


for special needs in recovery rooms 


HILL-ROM COMPANY INC. : BATESVILLE, INDIANA 


86 


NEW...HILOW 





labor rooms and treatment rooms 


In addition to its basic uses in the post-operative recovery 
room and labor room, this new Hill-Rom Recovery Bed is 
also proving highly valuable as an emergency delivery bed, 
for the treatment of eye cases, head and face injuries, and 
other cases requiring special therapy. 

A manual hilow bed, it may easily be raised to treatment 
table height, and lowered when indicated to promote patient 
safety. The head end may be removed to facilitate care of 
eye cases or head injuries. The foot end is removable so that 
knee crutches or leg holders may be used on the labor bed. 

Full length aluminum side guards are permanently attached 
to the bed, so that they will be immediately available when 
needed. Wrap-around bumpers protect walls and door jams. 
The IV Rod is stored on the bed. Swivel locks and brakes are 
on opposing 6 inch conductive rubber casters. The Trendelen- 
burg Spring permits easy adjustment to any normally desired 

position. There are six locations where 
the IV Rod can be used. The foam mat- 
tress is covered with a conductive rubber 
sheeting. 


For complete information on the Hill-Rom Hilow 
Recovery Bed, write for this booklet. 





Inc., Dept. H24, 366 Mystic Ave., 
Somerville, Mass. 


Plastic carafe (24E-4) 
Manufacturer's description: Unlike most 


plastic containers, this carafe, 


which has a top that can be used 
as a drinking cup, can be sterilized 
in hospital autoclaves. Because 
plastic is less expensive than stain- 
less steel and is resistant to high 
and low temperatures, this con- 
tainer is adaptable to rotating 
drinking systems. This system re- 
quires three carafes per patient— 
one partially filled and frozen; an- 
other at the bedside and the third 
being cleaned. This system insures 
more frequent cleaning and helps 
eliminate contamination from ice 
handling. American Hospital Sup- 
ply Corp., Dept. H24, 1740 Ridge 
Ave., Evanston, Ill. 


Four-stage dishwasher (24E-5) 
Manufacturer's description: A 22-in. re- 


circulating dish scraper and a 
64-in. section for power washing, 
power rinsing and final fresh water 
sanitizing rinse are just two fea- 
tures of this 13% ft. x 6 ft. dish- 
washer. Recommended for kit- 
chens serving up to 1350 persons 
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per meal, it has a circular stainless 
steel conveyor system with ad- 
justable speed of 4 to 6.6 ft. per 
min, This dishwasher is designed 
to make the best use of limited 
kitchen space. Built entirely of 
heavy gauge stainless steel, op- 
tional equipment includes built-in 
food waste disposer and loading 
shelf for racking of dishes. When 
trays or dishes are placed on it, 
this tray rest automatically stops 
the conveyor. Conveyor starts 
again when dishes are removed. 
The Hobart Mfg. Co., Dept. H24, 
Troy, Ohio. 


Versatile oven (24E-6) 
Manufacturer's description: This 60-inch 


Alaska range includes an oven that 
will accommodate 20 loaves of 
bread, 120 lbs. of meat, four tur- 
keys or 12 nine-inch pies. By uti- 
lizing a special metal bottom, a 
greater heat radiating surface is 
obtained than could be obtained 


with a plain flat metal bottom. 
Another advantage is that the heat 
radiates upward in all directions, 
the rays crossing and crisscrossing 
to create a uniformity of tempera- 
ture throughout the oven. Rigid- 
ized Metals Corp., Dept. H24, 1693 
Ohio St., Buffalo. 


Baby incubator (24E-7) 
Manufacturer's description: This design 


provides isolation and incorporates 
a number of built-in features, 
which permit the operation of the 
incubator without opening the lid 
or the hand holes. The interior is 
17 in. x 30 in. and the %-in. 
plexiglass affords clear vision from 
the top and all four sides. The four 
hand-holes are fitted with plastic 
sleeves and are closed by means of 
plexiglass doors, which offer con- 
venient access to the plastic tilting 
bed equipped with an air foam 
mattress. Completely controlled 
from the outside, other equipment 
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onforms To Sterilization Needs 


AM 


¢ 


Simple sheet of sterile Patapar is used as a drape to 
keep perspiration and contaminants from migrating. 


e Patapar Vegetable Parchment + sterile 
scissors + the ingenuity required to cut 
out a paper doll can remove all the 
limitations imposed by the use of cloth 
in sterilization. This absolutely pure 
(FDA Accepted), Vegetable Parchment 
can be cut and shaped to cover or iso- 
late incision and wound areas during an 
operation. It can be tailored precisely, 
ahead of time, to meet specific needs. 
And, of course, Patapar is becoming 
increasingly popular as ready made 
boots, bags and other items. 

Patapar possesses amazing wet strength. 
It will transmit steam or sterilizing gas. 
It can be creped to make it limp... or 
it can be used in its smooth, crisp state. 
It is tough, lint-free and it presents an 
impenetrable barrier to contaminants. 
Patapar can be used more than once— 
butit’s economical enough for one-time use. 


Send for free samples of Patapar 27-2T. 
When you receive them, subject them to steam, 
heat, weight, pulling, tearing, or what have you 
—and your imagination will tell you the rest! 


x Fast As They Occur... . 
On The Spot! 


A ready-made sterile Patapar catheter bag 
makes it easy to prevent non-sterile contact. 


Ready-made Patapar disposable operating 
room boots. They are grounded by simply 
moistening bottoms. 


“Something Special In Papers” 


PATERSON PARCHMENT PAPER CO. 


BRISTOL, PENNSYLVANIA 


Sales Offices: New York, Chicago *West Coast Plant: Sunnyvale, 


Cal. 





AMERICAN HOSPITAL ASSOCIATION we 
840 North Lake Shore Drive, Chicago 11 ey 


hospital 
monograph 
series 


The collection of current, documented 
studies in basic administrative research 
that comprises the Hospital Monograph 
Series is available from the American 
Hospital Association. 


As a service to AHA members, the monograph C 


series is offered on a subscription basis 
through the ''Automatic-Mail-on-Publication” 
plan whereby subscribers automatically 
receive a copy of each monograph as it is 
published, eliminating the possibility of 
missing an addition to the series. Sub- 
scribers are invoiced with the mailing 

of their copy. 


For further information on the Hospital 
Monograph Series, write to... . 
American Hospital Association 

840 North Lake Shore Drive 

Chicago 1}, Illinois 
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a 
includes humidity control, a nebu- 
lizer, an air filter, an ice chamber, 
an intravenous stand and an oxy- 
gen cylinder carrier. Gordon Arm- 
strong Co., Dept. H24, 1501 Euclid 
Ave., Cleveland 15. 


Spray products (24E-8) 
Manufacturer's description: A 50-pack 


dispenser box is included in this 
line of spray products, which in- 
clude 12 oz. cans of skin protector, 


skin freeze, adhesive tape remover, 
spray bandage, tincture of benzoin 
and room deodorant. Alconox, 
Inc. Dept. H24, Hospital & Labo- 
ratory Products, 853 Broadway, 
New York. 


Warning symbol (24E-9) 
Manufacturer's description: To ensure that 
any radioisotope equipment used 


*> 
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is not confused with other hospital 
supplies, a special radioisotope 
warning symbol has been devised. 
This warning symbol, which re- 
sembles a clover-leaf, is applied 
by a permanent mark process to 
items, such as syringes, tubes and 
needle containers. Becton, Dickin- 
son & Co., Dept. H24, Rutherford, 
N.J. 


Laboratory apparatus (24E-10) 
Manufacturer's description: This single 


unit ultrasonic cleaner is designed 
for routine cleaning chores en- 
countered in most laboratories. The 
transducer consists of nickel strips 
formed into a hollow cylinder at- 
tached to the bottom of the clean- 
ing tank. An induction coil causes 
the nickel strips to expand and con- 


tract at a 20 kilocycle frequency 
and the transducer will operate 
with fluids up to 400 degrees F. 
without damage. Available in four 
sizes, these portable units will also 
blend or homogenize solutions, ac- 
celerate organic reactions, remove 
oxide deposits and aid in electro- 
plating and similar processes. Will 
Corp., Box 1050, Dept. H24, Roch- 
ester 3, N.Y. 


Smallpox vaccination (24E-11) 
Manufacturer's description: Packaged 12 


plastic bags to a box, each sterile 
unit is guaranteed only when the 
bag is unbroken. The vaccine is 
pressed into the skin with a plastic 
device that looks like a ring which 
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USEFUL INFORMATION 
on 


Activated Charcoal 


for Odor Control 


and High Percentage Air Recirculation 


Bring your files up to date with these bulletins on 
activated charcoal. Just clip this ad and mail it to us. 


[| Hospital Odor Control 


[|] Effect of Smog on Lung Volume Measurements 
(AMA reprint) 


[] Activated Charcoal for Air Purification 
[_] How Activated Charcoal “Traps” Odors 


(| Air Purification by the Black Magic of Activated 
Charcoal 


(] Fresh Air Costs Money 


[|] Capacity of Activated Charcoal for Specific 
Vapors 


[_] Weigh Odor Control Methods Carefully 


Activated charcoal acts as a positive molecular 
sponge which adsorbs gases, vapors, irritants, toxic 
substances and smog. It enables you to remove odors 
instead of masking them. You can now specify high 
percentage air recirculation and make substantial 
savings on your heating and cooling costs. 

These and many other bulletins on all applica- 
tions of activated charcoal are available to you. Give 
us the details of your application and we will sup- 
ply you with all the necessary data. 

We supply a complete line of activated charcoal 
filters and filtration equipment. 

Barnebey-Cheney, Columbus 19, Ohio. 


Barnebey 
heney 





has nine tiny points. A drop of 
vaccine is placed on the points, 
the user puts the ring on his thumb 
and presses firmly against the skin 
of the upper arm. Routine precau- 
tions related to standard vaccinat- 
ing procedures must be observed. 
This plastic unit must be discarded 
after use because it will not with- 
stand heat sterilization or exposure 
to alcohol, ether or acetone. Lin- 
coln Laboratories, Inc., Laboratory 
Park Dept. H24, Decatur, III. 


Disposable urinalysis system 
(24E-12) 


Manufacturer's description: The system 
consists of a disposable plastic 
specimen tube to collect, transport 
and test urine without transfer. 
Tube caps carry error-eliminating 


identification tags with test report 
stubs on their reverse sides. Opti- 
cal window in the cap permits 
microscopic examination without 
transferring the specimen to slides. 
Lab-Tek Plastics Co., Dept. H24, 
39 E. Burlington Ave., Westmont, 
Ill. 





foduct literature 


SEE COUPON, PAGE 84 


Control cabinet catalogue (24EL-1) 
—This catalogue defines concepts 
of control in handling hazardous 
materials, safeguarding personnel 
and maintaining material purity. 


A series of cabinet designs illus- 
trate specific applications, showing 
flexibility in adapting the control 
technique to types of procedures 
in the fields of research, experi- 





NEW Turn-Towl cabinet 
can’t ever rust...it’s polished aluminum! 


“Biggest economy 
news since the 
Turn-Towl itself!” 





You're looking at the first anodized aluminum 
cabinet on the market and its built-in advantages: 
no rust, wear, finger marks — easy to clean. 
Thoroughly tested for two years, this polished 
aluminum Turn-Towl cabinet combines new dura- 
bility and service with the proven towel control. 
For the name of your nearest distributor, write 


Dept. 1120 


irs 


WIL 


Sualighokn Touela— 


Lo DILL III IIIS 


Mosinee Turn-Towl 
cabinets are leased 





BAY WEST PAPER CO. 
GREEN BAY * WISCONSIN 


free for use with 
Mosinee towels 


Subsidiary of Mosinee Paper Mills Co. 





mentation testing and processing. 
Hamilton Mfg. Co., Dept. 350-H24, 
Two Rivers, Wis. 


Floor tile catalogue (24EL-2)—This 
12-page, full-color catalogue dis- 
plays the styles and colors avail- 
able in vinyl-asbestos floor tile, 
asphalt tile and grease-resistant 
tile. Included is information on 
services available to architects, 
builders, interior decorators, floor- 
ing contractors, and such infor- 
mation as federal specifications, 
physical characteristics, dimen- 
sions, recommended subfloors, 
light reflection values and instal- 
lation specifications. Azrock Floor 
Products Div., Uvalde Rock Asphalt 
Co., Dept. H24, P. O. Box 531, San 
Antonio 6, Texas. 


Incinerator bulletin (24EL-3)—A 
comprehensive bulletin, picturing 
and describing various types of 
incinerators designed to serve 
hospitals, includes the weight per 
cubic foot, the cubic foot capacity, 
recommended maximum load al- 
lowances, dimensions, pound capa- 
city per hour, diameter and height 
and total poundage. Also included 
are types of waste which each in- 
cinerator can burn, air pollution 
control description, charts show- 
ing the construction materials re- 
quired for each model and the 
various door sizes. Morse Boulger, 
Inc., Dept. 160-H24, 80 Fifth Ave., 
New York 11. 


Series on Sterilization (24EL-4)— 
This 123-page booklet contains 
eight articles on the subject of 
sterilization procedures and con- 
trols which were compiled from 
lecture topics on the problems of 
sterilizing surgical equipment, 
heat, gaseous and chemical steri- 
lization methods, the control of 
cross-infection, skin antisepsis, 
new horizons in sterilization and 
the control of sterilization proce- 
dures. Becton, Dickinson & Co., 
Dept. H24, Rutherford, N.J. 


Centrifugal pump catalogue (24EL-5) 
—This 12-page selection cata- 
logue includes descriptions, spec- 
ifications and charts with tem- 
perature and pressure ranges from 
minus 350° F. to plus 1000° F. and 
up to 1000 psig. Dean Brothers 
Pumps, Dept. H24, 323 W. 10th 
St., Indianapolis 7, Ind. 
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plug set into center of stop- 
per with a quick thrust 


quickly invert bottle to vis- 
ually check for vacuum and 
to automatically establish 
fluid level in drip chamber; 
clear tubing of air and infuse 


es 
CUTTER 
» call 


THE FIRSi MAJOR ADVANCE 
IN SOLUTION SYSTEMS 
SINCE DISPOSABLE SETS 


the most advanced and progressive complete |. V. system 
ever offered to hospitals 


can be set up in just eight seconds... provides a single point 
of entry for the set... eliminates the air tube...a single thrust 
plugs in the set...a single movement inverts the flask—simul- 
taneously providing a visual check for vacuum and an auto- 
matic establishment of drip chamber level...allows only filtered 
air to contact solution... makes it easy to add medication at 
any time ... saves time, especially on tandem hookups... . de- 
creases the danger of air embolism during blood infusion... 
compatible with all closed systems of |. V. administration. 


*Patent Pending 














ONE 


OF THE BIGGEST 


a oe y 


STEPS 
FORWARD 
om 

|. V. THERAPY 


B 
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COMMON SOLUTION SET-UPS 
WITH THE 
SAFTISYSTEM “28” 


1. V. SET-UP 
SAFTISET ‘'28"’ 


The rubber stopper is exposed and 
the set plugged in with one thrust. 
Then bottle is inverted to automati- 
cally establish a fluid level in drip 
chamber. Tubing is cleared of air. 
Takes about 8 seconds. 


I. V. TANDEM SET-UP 
SAFTISET-TANDEM “'28 

Tandem setups become easy as 
bottles hook up through the air inlets 
and the flow automatically transfers 
from one flask to another as the con- 
tainers empty. 


|. V. "Y" Set-Up for Two 
Solutions 


SAFTISET-Y 


Blood Tandem Set-Up 


SAFTIFILTER-TANDEM 



































Hypodermoclysis Set-Up 


SAFTICLYSIS 


“Y" Set-Up for Blood and 
Solution 
SAFTIFILTER ‘'28 





book neviews 


Psychiatric services planning 


PSYCHIATRIC SERVICES AND ARCHITEC- 
TURE (WHO Public Health Papers 
No. 1) A. Baker, R. L. Davies and 
P. Sivadon. 1959. 59 pp. 60 cents. 
Available from Columbia Univer- 
sity Press, International Docu- 
ments Service, 2960 Broadway, 
New York 27, N.Y. 

This book treats, in greater de- 
tail, that portion of the recom- 
mendations which deal with the 
development of Community Psy- 
chiatric Services and Facilities, as 
prepared by the Expert Committee 
on Mental Health of the World 
Health Organization (WHO) which 
were published in 1953 in the 
Technical Report—Series No. 73. 

This publication describes in gen- 
eral some basic principles to be 
considered in providing psychiatric 
services; treatment and _ staffing 
patterns, and, in greater detail, 
the requirements for (1) outpa- 
tient and early treatment centers, 
(2) day hospitals, (3) psychiatric 
hospitals, (4) sheltered work 
shops, (5) after-care homes and 
working settlements. A _ special 
section is included on achitecture, 
with a general statement on de- 
sign principles, together with some 
notes on remodeling of old build- 
ings, lighting, acoustics, heating 
and ventilation and principles of 
design for tropical countries. 

The statement on the types of 
services required to provide a 
complete program of community 
psychiatric services, on the need 
for interrelationship of these serv- 
ices and on therapeutic facilities 
will reinforce the often accepted 
but seldom accomplished provision 
that the isolated, custodial institu- 
tion cannot cope with this serious 
and costly public health problem. 

Some of the discussion may 
seem to be theoretical; for exam- 
ple, that on size of bedrooms, 
which seems to overlook the con- 
ditions occurring in treatment 
situations where the patient turn- 
over is rapid, or on over-all plan- 
ning of psychiatric hospitals where 
an active program of treatment 
will provide, if properly planned, 
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a stimulating community or social 
environment. This is a field which 
is changing rapidly and is full of 
conflicting theory. 

The WHO is in a position to 
provide factual data on proven 
new methods by survey, descrip- 
tion and analysis of over-all pro- 
grams, or segments of programs 
which are coping effectively with 
the various aspects of a wide 
variety of programs. More factual 
data would be most welcome to 
those responsible for the pro- 
graming and planning of new psy- 
chiatric services. 

Although the subjects under dis- 
cussion are too numerous to have 
been covered in sufficient detail in 
a small volume, Psychiatric Serv- 
ices and Architecture should be 
read by anyone interested in the 
programing of psychiatric services. 
It will be most useful to adminis- 
trative staffs and hospital board 
members who are concerned with 
programing new facilities; how- 
ever, when actual planning and 
programing is to be initiated, 
more detailed factual data would 
be required as guide material. 
—ALSTON G. GUTTERSEN, formerly 
assistant director, Architectural 
Study Project, American Psychi- 
atric Association. 


Pediatric hospitalization 


THE CHILD IN HospiTaL. Hedley G. 
Dimock, Philadelphia, F. A. Davis 
Co., 1960. 236 pp. $4.50. 

“Hospital experience does not 
necessarily have a poor effect on 
the child’s development, since a 
great number of children who go 
to the hospital have no harmful 
emotional effects at all. However, 
hospitalization can also be one of 
the most fearful experiences of 
childhood, with important, harm- 
ful after effects. . . . To treat the 
physical illnesses successfully the 
emotional or psychological condi- 
tions must also be recognized and 
treated.” 

Having devoted his career as a 
practicing sociologist to work with 


Pediatric hospitalization 


young people and having served as 
Director of Group Guidance at 
Montreal Children’s Hospital, Hed- 
ley G. Dimock is well qualified 
to write knowingly and helpfully. 
He addresses his book to parents 
and physicians who condition chil- 
dren for hospitalization, and to 
those who participate in their care 
and treatment while in the hos- 
pital irrespective of the hospital’s 
staffing pattern. 

The reader is not conscious of 
receiving a solid introduction to 
the sociology of child development. 
Dimock writes in the dual context 
of his own experience supported 
by sociologists, psychologists and 
psychotherapists. Selected refer- 
ences to these authorities are listed 
at the conclusion of each chapter 
as guides to the reader who wishes 
to delve deeper. 

Dimock opens his book by defin- 
ing the emotional and social needs 
of children, describes the ways in 
which hospitalization threatens the 
satisfaction of these needs and 
then demonstrates their implica- 
tions for parents and hospitals. 

Successive chapters are ad- 
dressed to the roles of parents, 
the hospital staff (professional and 
nonprofessional), to programing, 
to the techniques for assisting chil- 
dren in making healthy mental ad- 
justments and to inservice training 
in useful skills. It is emphasized 
repeatedly that the emotional and 
social welfare of children in the 
hospital is largely determined by 
interpersonal relations between 
staff and parents and among staff 
themselves. 

The Child in Hospital is read- 
able in organization and style, and 
merits both lay and professional 
readership. It is recommended to 
all general hospitals as well as 
those specializing in pediatrics, to 
all people in hospitals with pa- 
tient contacts, to administrators 
and trustees and to parents.— 
Davin W. STICKNEY, administrative 
assistant, Children’s Memorial Hos- 
pital, Chicago 
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Oatmeal is an ideal food for hospitalized patients, pro- 
viding more protein than any other whole-grain cereal. 
Oatmeal with milk contributes substantially to the dietary 
allowances recommended for thiamine, riboflavin, niacin 
and iron. Rich in phosphorus, low in sodium, it is unsur- 
passed in dietary usefulness. 

Oatmea! is easy to prepare ... and economical to serve. 
It’s high in nourishment . . . low in calories, even with milk. 


One ounce of Quaker Oats provides the following percentages of 
adult M.D.R.: thiamine (vitamin B1) 16.5%, phosphorus 16.5%, and 
iron 11.0%. Each ounce also provides 110 calories, and 16.7% protein, 
6.9% fat, 62.49 carbohydrates, and 1.5% non-nutritive crude fiber. 


For additional information write: Medical Service Dept. 


The Quaker Oats Company 


CHICAGO 5&4, ILLINOIS 


Please send check to: The Quaker Oats Co., Med. Serv. Dept., Chicago 54, Ill. 
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(LEFT) One example of equipment that has been developed with built- 
in safety features is the new counter-height coffee urn. The well insu- 
lated urns which are located under the counter protect the employee as 
well as the patron from steam burns. An electronic control system pro- 


WHATS NEW IN FOOD 
SERVICE EQUIPMENT 


by LOUISE A. K. FROLICH 





must also vary. The most impor- 
tant consideration in each case is 
that the equipment selected for a 


The author discusses new trends in 
the design and fabrication of food 
service equipment. Special emphasis is 
placed on built-in safety factors, mo- 
bile equipment and on automatically 
controlled devices that permit greater 
control of portion and quality. 


even more flexible when mobile tray 





M’s FEEDING is a complex op- 
eration. There is no one 
ideal method of operation nor is 
there just one size or style of 
equipment suitable for all opera- 
tions. Some food services may re- 
quire a huge quantity of food to 
be prepared at one time; other 
services require food to be pre- 
pared continuously over a long 
serving period. Still others demand 
a large quantity of food to be pre- 
pared in a central commissary and 
dispensed to serving units. It is 
obvious that the equipment needed 
for such varied types of operations 


Louise A. K. Frolich is food service spe- 
cialist, Koch Refrigerators, Inc., Kansas 
City, Kans. This article is adapted from a 
presentation ‘at the American Hospital As- 
sociation Dietary Department Administra- 
tion Institute in Washington, D.C., May 
1960. 
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and dioboties 


vides an automatic operation for the complete brewing and dispensing 
cycle. (RIGHT) Ovens which are supported on large heavy-duty casters 
permit ease of movement without danger of tipping. They are equipped 
with brakes that hold them in place when they are being used. 


particular food service operation 
contributes to the efficiency of the 
operation. 

Equipment is but one part of 
the total food service operation. 
As new methods of processing food 
are developed, equipment needs to 
be adjusted and adapted accord- 
ingly. For example, thought has 
been given to the use of a central 
commissary for the preparation of 
complete meals, which will be in- 
dividually packaged and frozen. 
The food service operation—and 
this could be a hospital, a com- 


REACH-IN refrigerators are manufactured to accommodate mobile equipment. They become 
slides 
of salads or desserts on trays for immediate transport en masse to the refrigerator. In certain 
situations, the same food items can also be carried to the serving area. 


are used. These slides permit placement 








mercial restaurant or a school— 
would order the number of frozen 
meals needed for a given period 
from the commissary. Such opera- 
tions would have different equip- 
ment requirements from the food 
service operations which do the 
complete processing of food on 
their own premises. For example, 
the using or point-of-service unit 
would not require preparation 
equipment, but would need re- 
frigeration facilities (both low 
temperature and normal tempera- 
ture) for storage, a heating unit 
to bring meals to correct serving 
temperature, serving units, dish- 
washing units, etc. Perhaps a dish- 
washing unit would not be re- 
quired if disposable dishes and 
utensils were used. 

Because of the variety of food 
service operations, the equipment 
manufacturer has had to re-evalu- 
ate and redesign his equipment to 
meet today’s demands. He has 
looked to other industries and has 
noted some of the principles that 
these industries have found help- 
ful in making their operations 
successful and has applied these 
principles to food service equip- 
ment. Timing devices, temperature 
controls, assembly-line methods, 
automatically operated equipment 
and mobility are examples of tech- 
niques that have been adapted to 
the food service industry from 
other industries. Some manufac- 
turers have even made use of light 
“waves, sound waves and air cur- 
rents in the development of their 
equipment for the food service 
industry. 


CONTAINER CONTINUITY 


An excellent example of the new 
demands being placed upon the 
food equipment manufacturer is 
the trend toward container con- 
tinuity. Food has always been pre- 
pared in containers, served from 
containers and stored in contain- 
ers. Too frequently, each of these 
operations took place in a different 
size and shape of container. To 
save time, energy and money, the 
food service operator has decreed 
that these operations shall take 
place in one pan. Therefore, the 
manufacturers of the equipment 
used in preparation, service and 
storage have designed their re- 
spective equipment to permit one- 
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STEAM equipment manufacturers have also incorporated safety devices into their equipment. 
An example of built-in safety is the automatic pan support on a trunnion kettle (left). As the 
kettle is tipped to pour the contents into the 12 by 20-inch pan resting on the support, the 
support is lowered with the kettle. The steamer at the right utilizes such safety features as an 
automatic timer and a door latch that will not open until steam is gone. 


pan operation or “container con- 
tinuity”’. 

A number of pans now available 
permit this one-pan_ operation. 
Right or wrong, the trend has been 
to use the 12 by 20-inch hotel pan 
(and its component parts) and the 
18 by 26-inch baker’s pan. Food 
preparation, service and storage 
equipment has been adapted to ac- 
commodate these pans comfort- 
ably. 

Present-day» steamers vary in 
size from orie that will hold a third 
pan to one that will hold four 12 
by 20 by 2%-inch hotel pans. The 
size of the steamer needed in a 
particular food service operation 
depends upon the amount of food 
to be prepared at one time. Cooked 
food can be taken directly from 
the steamer to the warming table 
without transferring the food to 
another pan. This is an important 
factor in portion control; more- 
over, not having to handle the 
food after it is cooked makes for 
service of more attractive and 
palatable food. 

Range and deck ovens permit 
the preparation of food in 12 by 
20-inch and/or 18 by 26-inch bake 
pans. Today, most bake ovens, 
whether they be deck ovens or the 


rotating type, are designed to hold 
multiples of the 18 by 26-inch 
bake pan. 

Reach-in refrigerators of the 
1960’s, whether they be the nor- 
mal or low temperature type, are 
adapted to the 18 by 26-inch bake 
pan and the 12 by 20-inch hotel 
pans. Pans may be stored on slides 
that are adjustable on one-inch 
centers. This will permit the utili- 
zation of the storage space to fit 
the individual requirements of a 
particular operation. Knowing the 
exact number of salads or desserts 
that may be stored on a tray, 
and knowing the exact number of 
trays that may be stored behind 
one door opening, the food service 
operator will know the exact stor- 
age space required to store salads 
or desserts for a given number of 
customers. Incidentally, here is 
another example of the use of 
equipment as a tool in portion 
control. 

It should be noted that there are 
many situations requiring that food 
be prepared in a central kitchen 
and dispensed to various serving 
areas that may be several miles 
from the preparation area. The 
manufacturers of the conveyors 
used to transport the food have 
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designed the carriers to accommo- 
date the commonly used sizes of 
pans mentioned previously. Vari- 
ous styles or designs in carriers 
are available to the operator. Some 
are similar to the conventional 
mobile carts, which are completely 
enclosed on four sides, while oth- 
ers are the insulated-box type. In 
each case, the carriers are designed 
to permit storage of the food at 
the proper temperature during 
transit. Hot foods are kept hot in 
the heated carrier; cold foods are 
kept cold in the refrigerated car- 
rier. 


OVENS 


Equipment used for cooking 
food is being re-evaluated and re- 
designed to meet the needs and 
demands of today’s food service 
operator. 

Knowing that constant tempera- 
ture within the oven is important 
in the baking and roasting of food 
products, the oven manufacturers 
have devised various methods of 
assuring this consistency. One 
manufacturer, believing that the 
movement of air in the oven is 
the key to constant temperature, 
has installed a fan in the back of 
the oven to move the warm air. 
Another manufacturer has ap- 
proached the even distribution of 
heat and maintenance of constant 
temperature by the use of indirect 
heat, i.e., heating the air surround- 
ing an inner oven liner, thus per- 
mitting the heat to permeate the 
baking chamber from all sides of 
the oven instead of from the bot- 
tom only. 

Other manufacturers are work- 
ing on improved methods for con- 
trolling heat, air flow, time, etc., 
in the rotating or conveyor-type 
ovens. A smaller rotating oven 
which does not occupy an exces- 
sive amount of floor space has 
been developed for the smaller 
food service operation. Perhaps 
one of the outstanding features of 
this oven would be the ease of ac- 
cess to the door opening (it is 
waist high). 

Again, looking to industry, an- 
other manufacturer of cooking 
equipment has seen the possibility 
of using electronic energy as a 
cooking medium. The electronic 
range is the result of research in 
this area. 
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It would be impossible to say 
which oven is best. However, it is 
important to stress that oven man- 
ufacturers, as well as other equip- 
ment manufacturers, are doing 
research and are developing equip- 
ment for the mass feeding opera- 
tions. Each food service director or 
operator will have to determine 
which piece of equipment is best 
for him. 


STEAM COOKING 


Steam cooking is also becoming 
more important in food service 
operations. Realizing that many 
food service operators do not have 
access to live steam, the manu- 
facturers of steam equipment have 
developed self-contained (or self- 
generating) steam equipment. 
They have also developed equip- 
ment that will operate efficiently 
on both low-pressure and high- 
pressure steam. 

Steamers and _ steam-jacketed 
kettles of all sizes or capacities are 
available to all food service opera- 
tions regardless of size or location. 
Incidentally, steam—direct and in- 
direct—may be utilized in two 
ways. Steam may be used as the 
direct cooking medium, as in the 
steamer, or it may be used to heat 
another cooking medium, water, as 
in the steam-jacketed kettle. 

Steamers vary in size from one 
that holds a bushel of food per 
basket to one that holds a 40- 
ounce package of a frozen vege- 
table per compartment. 

Steam jacketed kettles are also 
manufactured in various capacities 
from a 10-quart to a 60-gallon 
kettle or larger. The kettle may be 
the conventional pedestal type or 
the trunnion-type kettle. It may be 
self-contained or it may be op- 
erated on direct steam. 

Sometimes two major pieces of 
equipment may be combined to 
solve another food production 
problem. For example, a motor 
driven mixer may be attached to 
the steam-jacketed, tilting kettle. 
This piece of equipment would be 
useful in preparing such items as 
scrambled eggs, cooked custards, 
ete. The manufacturer has gone 
one step further and has built this 
kettle so that cold water can be 
run through the jacket—a device 
of possible use in cooling highly 
perishable items. 


Safety is a “must” in all kitchen 
equipment. Not only must safety 
devices be built into equipment, 
but also there must be safe han- 
dling of equipment (and food) and 
safe working procedures. The first 
and most important factor in the 
safe operation of any and all 
equipment is a well trained em- 
ployee who will follow the correct 
procedures when he is operating 
the equipment. 

Manufacturers of various types 
of cutting, chopping and slicing 
equipment have incorporated many 
safety features into their equip- 
ment. For example, they have pro- 
vided guards over all sharp cutting 
edges. Moreover, much of this 
equipment will not operate unless 
these guards are in proper posi- 
tion. 

Manufacturers of steam equip- 
ment have also incorporated safety 
devices into their equipment. These 
devices include automatic timers, 
controls for tipping of kettles and 
safety latches on steamer doors, to 
name a few. An excellent example 
of built-in safety is the automatic 
pan support on trunnion kettle. As 
this kettle is tipped to pour the 
contents into the 12 by 20-inch 
pan resting on the support, the 
support is lowered with the kettle. 
Thus, it is not necessary to be con- 
cerned with the support of the pan 
while the food is being poured 
from the kettle. 

A manufacturer of mixers has 
developed a similar pan-holder at- 
tachment, It supports the pan un- 
der the shredder-slicer attachment 
while it is being used on the mixer. 
The pan can be prepositioned on 
the mixer to permit the hovper of 
the shredded-slicer attachment to 
feed directly into the pan. 

Probably one of the most inter- 
esting examples of equipment be- 
ing developed with built-in safety 
features is the new counter-height 
coffee urn. The urns are located 
under the counter with only a dis- 
pensing spout above the 36-inch 
high counter. The patron needs 
only to hold the cup so that it will 
trip a lever that dispenses a preset 
amount of coffee. An electronic 
control system provides an auto- 
matic operation for the complete 
brewing and dispensing cycle. The 
well insulated urns under the 
counter protect the employee as 


97 





well as the patron from steam 
burns. 

In the past, proper working 
height for equipment may not 
have been considered a factor in 
developing safe practices in the 
kitchen. The present trend, how- 
ever, is that working height can 
do much to cut down on accidents 
and/or illnesses among employees. 

Raising the working height of 
the pot and pan sink from 36 
inches to 40 inches and redesigning 
the depth of the wash sink to 10 
inches has done much to lessen the 
fatigue of the worker. Similarly, 
the small 10 to 20-quart tipping 
kettles have been prepositioned on 
tables which will permit the work- 
ing surface—the top of the kettle 
—to be at a height that can be 
easily reached by the average 
worker. The fabricators of these 
tables have also located a step be- 
low the top of the kettle to hold 
the container as the food is being 
poured from the kettle into the 
container. 


TIMING DEVICES 


Timing devices on major pieces 
of equipment are essential in to- 
day’s food service operation. Few 
mixers, vegetable peelers, dish- 
washers, ovens, steamers, or deep 
fat fryers lack timing devices. 
These devices are an excellent tool 
in controlling both labor and food 
costs. The conveyor-type oven is 
another example of timing devices 
on large equipment. 

Manufacturers of deep fat fryers 
have taken advantage of the timers 
to help the operator achieve stand- 
ard products consistently. Some 
have installed timers which sound 
a bell when the predetermined 
cooking time is completed. An- 
other has deveioped a conveyor- 
type fryer. This fryer has a screw- 
type auger which moves the food 
through the fat at a predetermined 
rate. Upon completion of the cook- 
mg time, the food is automatically 
removed into a waiting pan. 

Probably one of the prime exam- 
ples of timing devices on equip- 
ment in the mass feeding operation 
is the dishwasher. Much research 
and development have gone into 
the dishwasher of today. It is now 
possible to complete every phase 
of dishwashing from the scraping 
of the dishes to the air drying 
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within the dishwasher. Every 
phase of the dishwashing is accu- 
rately timed to permit proper sani- 
tation. The detergent is dispensed 
in accurate amounts and is kept at 
a constant predetermined level. 
Booster tanks help control the 
constant water temperature for the 
various phases of the dishwashing 
cycle. Likewise, boosters are avail- 
able to insure proper and constant 
water pressure. 

Today’s dishwashers range in 
size from the single-tank machine, 
which is also automatically con- 
trolled, to the large conveyor-type 
machine. Most of the conveyor-type 
machines operate in a_ straight 
line. However, recently a circular 
conveyor dishwashing machine has 
been introduced. A conveyor chain 
carries the dish basket from the 
operator to the dish machine, 
through the dishwashing cycle, and 
back to the operator’s position. 

An entirely new concept in 
dishwashing is now being intro- 
duced—the use of ultrasonic equip- 
ment. High-frequency sound waves 
sent through the water cause vi- 
bration which loosens the dirt or 
soil from the dishes, glassware or 
silver. This method may become 
the ultimate in dishwashing pro- 
cedure in the future. 

Mobility manifests itself in many 
ways in mass feeding operations. 
Not only are carts and dollies 
available for the movement of food 
and supplies in the storage, prep- 
aration and service areas, but much 
of the major equipment within the 
kitchen area is also on wheels. 

Ranges and deck ovens have 
been made mobile. They are sup- 
ported on large heavy-duty casters 
which permit ease of movement 
without danger of tipping, and are 
equipped with brakes that hold 
them in place when being used. 

A practical example of mobile 
heavy-duty equipment is the deep 
fat fryer. Formerly the use of this 
equipment caused a great deal of 
consternation due to the soiled area 
surrounding it. Being able to 
move the deep fat fryer easily 
permits easier cleaning around it. 

It certainly is not feasible to 
move refrigerators about the kit- 
chen. For this reason, present-day 
refrigerators are manufactured to 
accommodate mobile equipment. 
Reach-in refrigerators become even 


more flexible when the mobile 
tray slides are used. The mobile 
tray slides were developed because 
it is not always practical for the 
salad preparation area or the bake 
area to be located adjacent to the 
refrigerator which services the 
serving area. Thus salads or des- 
serts can be placed on trays and 
transported en masse to the refrig- 
erator. If the situation warrants it, 
the same food items can also be 
carried en masse to the serving 
area. 

Obviously mobile shelving in 
the walk-in refrigerator permits 
better utilization of the storage 
area in the refrigerator. However, 
the walk-in must be built with its 
floor flush with the room floor so 
that the shelving can be pushed 
into the refrigerator. 

It would be incorrect to leave 
the subject of mobile equipment 
without mentioning the develop- 
ment of food carts for patient tray 
service. Much experimentation has 
been done by food cart manufac- 
turers to develop the best food 
service system for transporting an 
attractive tray from the serving 
area to the patient. 

Such a system not only includes 
the construction of the carts them- 
selves, with their hot and cold stor- 
age compartments, but it also in- 
cludes development of a method 
of correlating the food items for 
each tray. Often the tray assembly 
lines are on wheels, so that they 
can be located near the bulk food 
storage area while trays are set 
up. Upon completion of this oper- 
ation, the assembly lines can be 
moved away from this area to a 
more convenient storage area. 


SUMMARY 


It has not been the purpose of 
this paper to advocate one piece 
of equipment over another or to 
suggest one type of food service 
over another, but rather to call 
attention to equipment require- 
ments and to show how the equip- 
ment manufacturer has adapted 
his equipment to meet these re- 
quirements. It is the responsibility 
of the hospital food service director 
and food service operator to learn 
what is available, analyze the 
equipment in light of their oper- 
ations and to select the equipment 
which best suits their needs. . 
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FOR YOUR DIETARY 
REFERENCE SHELF 


Four important aids that should be in every 
dietitian’s management library are available 
to member hospitals of the American Hos- 
pital Association. 





1. Food Cost Accounting. 1948. .........$1.00 





Describes in detail a system of food cost 
accounting, close control of day-to-day food 
costs, a food stock index list, and samples 
of the necessary forms. 


Food Purchasing Guide. 1953. ........ $1.75 


A guide for buying food, includes descrip- 
tion of the unit of purchase, weight, size of 
serving portion, the number of servings to 
be expected from purchase units, portion 
costs, and quantity buying. 


Hospital Food Service Manual. 1954. . . . $6.00 


Comprehensive food service guide adaptable 
to hospitals of all sizes. Includes details of 
menu planning, preparation of food orders, 
purchasing, storage and service, care of 
equipment, sanitation, personnel and ac- 


Libbey’s counting. 


. Manual of Specifications for Canned Fruit and 
Vegetabies. 194F Oi oe. PEP $2.50 
ece A purchasing guide giving specific standards 





for types, grades and quantities of food, 
plus the number of servings to be expected 


beautiful Libbey tumblers for every need from each unit. Includes buying charts, num- 
... Heat-Treated for extra life ber of servings per unit and cost charts. 








American Hospital Association 
840 North Lake Shore Drive 
Chicago 11, Illinois 


The graceful contours of Libbey Columbian tum- 
blers provide the utmost in beauty plus durability. 

Each Columbian tumbler is Heat-Treated for 
even greater strength—and is backed by the fa- 
mous Libbey guarantee: “A new glass if the rim 
of a Libbey ‘Safedge’ glass ever chips.” All 
Columbian tumblers are marked with the dated, 
Heat-Treated symbol. You can check for yourself 
the amazing length of time they stay in service. 


Please send me the following: 
[] 1. Food Cost Accounting 
[] 2. Food Purchasing Guide 


For an added touch of distinction, the special [] 3. Hospital Food Service Manual .... 


shape of these tumblers makes them ideal for 
cresting with your emblem or motif. 

See your Libbey Supply Dealer today for full 
information on the complete line of Columbian 
tumblers and the many other Libbey patterns in 
stemware and tumblers. 


[] 4. Manual of Specifications for Canned 
Fruit and Vegetables 


[] Check enclosed [] Bill me 
Name 

Hospital 

Address 


LIBBEY SAFEDGE GLASSWARE Owens-ILLInoIs ___Zone State 


AN @ PRODUCT GENERAL OFFICES + TOLEDO 1, OHIO 
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personnel changes 


@ James Russell Clark has been appointed administrator 
of Brookhaven Memorial Hospital, Patchogue, Long 
Island, N.Y. He will replace William A. Kozma, who 
resigned to accept a position with Peninsula General 
Hospital in Queens, N.Y. Mr. Clark was formerly 
associated with John G. Steinle Co., hospital con- 
sultants. 


@ Richard N. Christy has been appointed administrator 
of the Brighton (Colo.) Community Hospital. Pre- 
viously he was administrative as- 
sistant at Denver General Hospital. 


@ Gerald R. Dokka has been ap- 
pointed administrator of Adams 
County Hospital, West Union, Ohio. 
He was previously associated with 
Schoitz Memorial Hospital, Water- 
loo, Iowa, and is a graduate of 
the University of Iowa’s hospital 
administration program. 


MR. CHRISTY @ Phineas F. Ellis has been appointed 
to the newly created position of executive assistant 
to the president of the Arthur R. Gould Memorial 
Hospital, Presque Isle, Maine, where he was formerly 
administrator. Hollis Irvine, formerly assistant admin- 
istrator, will assume the duties of administrator. He 
is a graduate of the University of Maine in business 
and economics. 

@ Rhoeine Glascock (see Radin item). 


@ John N. Hatfield I! is the new administrator of the 
Burlington County Hospital, Mount Holly, N.J. Mr. 
Hatfield has been assistant con- 
troller of North Shore Hospital, 
Manhasset, Long Island, N.Y. He 
was for three years secretary of 
the committee on disaster plan- 
ning of the American Hospital 
Association. Mr. Hatfield was re- 
cently given an award for his 
work in the development of na- 
tion-wide disaster medical-health 
plans for hospitals. He is replacing 
Th J. § y, M.D., administra- 
tor at the Burlington County Hos- 
pital since 1928, who is retiring. 





MR. HATFIELD 


@ James R. Horton has been appointed assistant admin- 
istrator of the Oil City (Pa.) Hospital. He was 
formerly administrative assistant at Brackenridge 
Hospital, Austin, Tex., and is a graduate of the pro- 
gram in hospital administration at Northwestern 
University. 


@ Peter $. Hutchinson has beeen appointed assistant 
administrator of the South Chicago Community Hos- 
pital. He is a graduate of the University of Chicago 
program in hospital administration, and served his 
internship at the Iowa Methodist Hospital, Des 
Moines. 

@ Hollis Irvine (see Ellis item). 


@ Jack T. Kindig became administrator of the Naples 
Community Hospital, Naples, Fla., on November 1. 
He was formerly administrator of Bethesda General 
Hospital, St. Louis, Mo. Mr. Kindig succeeds Jehn M. 
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Shaw, who has been appointed administrator at Chil- 
dren’s Hospital, Toledo, Ohio. Mr. 
Shaw is a graduate of Washington 
University and a member of the 
American College of Hospital Ad- 
ministrators. Lilyan C. Zindell has 
been appointed to succeed Mr. 
Kindig as administrator of Bethes- 
da General Hospital. Miss Zindell 
has been administrator of General 
John J. Pershing Memorial Hospi- 
tal, Brookfield, Mo., and Perry 
County Memorial Hospital, Perry- 
ville, Mo. 


MR. KINDIG 


@ William A. Kozma (see Clark item). 


@ David C. Kreger has been appointed assistant director 
of Mount Sinai Hospital, Cleveland, Ohio. He is a 
graduate of the Columbia University School of Public 
Health and Administrative Medicine, and for the past 
three years has been assistant director of Sinai Hos- 
pital in Detroit. 


@ Robert C. Krutz has been appointed administrator of 
the Centre County Hospital, Bellefonte, Pa. He was 
formerly assistant administrator of New Kensington 
(Pa.) Hospital. 


@ Theodore Last has been appointed administrator of 
Inglis House (formerly known as the Philadelphia 
Home for Incurables), Philadelphia. He is a graduate 
of the Columbia University School of Public Health 
and Administrative Medicine, and was formerly 
affiliated with the Associated Hospital Service of 
Philadelphia (Blue Cross). 


@ Robert P. Lawton (see Marion item). 


@ Norbert Lindskog has been appointed to the newly 
created position of evening administrator at Louis 
A. Weiss Memorial Hospital, Chicago. Mr. Lindskog 
is a graduate of the Northwestern University pro- 
gram in hospital administration and also has an M.A. 
degree in education. He served his administrative 
residency at St. Luke’s Hospital, St. Paul. 


@ Charles G. Marion, has been appointed administrator 
of Danbury (Conn.) Hospital. He was formerly asso- 
ciate director of Montefiore Hospital, New York City, 
and prior to that was executive director of Jewish 
Hospital of Brooklyn, Brooklyn, N.Y. 

Mr. Marion succeeds Robert P. Lawton, who resigned 
to accept a position of administrator and chief execu- 
tive officer at Grace-New Haven Community Hospital, 
New Haven, Conn. 


@ John Nelson is the new assistant director of Metro- 
politan Hospital and Clinic, Detroit. He was previ- 
ously assistant director of Jefferson Medical College, 
Philadelphia. He is a member of the American Hos- 
pital Association and the American College of Hospi- 
tal Administrators. 


@ Virgil W. Nelson has been appointed executive direc- 
(Continued on page 110) 
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Whatever your needs—from a wash cloth to a bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and your budget ! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. 

Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker's own name. 


Carolina Absorbent Cotton 


(Division of Barnhardt Mfg. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 
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” You Can See and 
Feel the Difference! 


See the smooth finish of these Carolab cotton balls... 
feel the firmness, too. This is virgin long-staple cotton, 
carefully spun so that there are no nibs, no loose 
wispy ends. Carolab cotton balls are soft, vet with 


proper density for greater absorbency. 


There is a complete range of sizes—five to 
meet every need in the hospital... from 
nursery to accident ward, from pharmacy to 


blood bank and laboratories. 


Carolab cotton balls are economical. too. They 
replace sponges in many hospital procedures 
to provide improved technic as well as lower 
cost. You will find Carolab is truly a better 


ball at a lower price. 
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Legislative Battle Looms on Aged Care 


It was clear in Washington, even with nearly two 
months to go before inauguration day, that one of 
the big and potentially explosive legislative battles 
when the new administration takes over would center 
on health care for the aged. At the end of November, 
it was virtually taken for granted in the capital that 
as President, John F. Kennedy would push quickly 
and intensively for new legislation providing for 
health care financed through the social security sys- 
tem. There is some questioning of the immediate 
postelection theory that a coalition of Southern 
Democrats and conservative Republicans in Congress 
would defeat this and other key legislative proposals 
of the new President. 

In the meantime, both inside and outside the De- 
partment of Health, Education, and Welfare, health 
officials and experts have been working at wider 
adoption of the 1960 legislation providing for federal- 
state aid for the medically indigent aged. In his 
first postelection press conference, HEW Secretary 
Arthur S. Flemming expressed his belief that this 
program would continue regardless of “whether Con- 
gress provides for insurance against the economic 
hazards of illness’’. Pointing out that state legislatures 
will meet in 1961 and 1963, he predicted that “after 
the 1963 legislative sessions, virtually all states will 
participate” in the medically indigent health care 
program and “after 1961, a good many will be 
participating.” 


Alien Physicians Cause Dilemma 


The mid-November announcement by the Edu- 
cational Council for Foreign Medical Graduates 
(ECFMG) that nearly 2500 foreign-trained hospital 
interns, residents and staff members had failed the 
ECFMG qualifying examination raised a major prob- 
lem for United States hospitals. It also presented a 
critical diplomatic situation at a time when the 
United States was concentrating on strengthening 
international ties, particularly with Far Eastern and 
Middle Eastern countries from which many of the 
alien doctors come. Consequently, the Department of 
State was a party along with the American Hospital 
Association, American Medical Association and other 
health groups seeking a solution. 

Following a November 18 meeting at the Depart- 
ment of State, the AMA proposed that alien physi- 
cians who had failed the examination be permitted 
to stay in this country and continue training for six 
months after the previously stated deadline of Dec. 
31, 1960, provided they were removed from responsi- 
bility for patient care and provided they take the 
ECFMG qualifying examination again next April. 
The American Hospital Association concurred in this 
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proposal. It was expected that this six-month exten- 
sion resolution would gain wide support over two 
other resolutions calling for longer training extension 
periods. 

At the instigation of the AMA, however, a broader 
and long-view examination of the problem of alien 
physicians was scheduled to be made at special Wash- 
ington meetings on December 8 and 9. The American 
Hospital Association, ECFMG and other key health 
groups as well as the Department of State are to 
take part in the sessions, which will consider the 
whole program of international medical exchanges. 


Gov. Abraham A. Ribicoff 
New HEW Secretary 


President-elect Kennedy has named Gov. Abraham 
A. Ribicoff as the new Secretary of Health, Education, 
and Welfare. The Connecticut governor’s appointment 
underlines Mr. Kennedy’s intense personal interest 
in federal health programs. The HEW post was the 
first cabinet appointment and will set the tone for 
HEW activities in the new Kennedy administration. 
The President-elect said Governor Ribicoff would be 
directing “...some of the most challenging and sig- 
nificant activities and programs of the years to come.” 

Announcement of the Ribicoff appointment fol- 
lowed by one day the American Medical Association ; 
decision to take the lead in establishing a nation- : 
wide voluntary health insurance plan. Governor | 
Ribicoff and President-elect Kennedy are committed 
firmly to providing health benefits for the aged under 
the national social security system. 


Increased Health Programs Asked 


More hospitals, clinics and nursing homes as well 
as “greater effectiveness in the use of such institu- 
tions” are called for in the newly released Report 
of the President’s Commission on National Goals. 
Established last February by President Eisenhower, 
the commission has set goals for the nation both 
at home and abroad in fields ranging from health 
and welfare to the arts and sciences, economic growth 
and disarmament. Drawn up by a bipartisan group, 
the 33-page report has been submitted to President- 
elect Kennedy for his study, as well as to President 
Eisenhower. 

Considering health goals, the report also calls for 
“more doctors, nurses and other medical personnel” 
and states that ‘federal grants for the construction 
of hospitals should be continued and extended to 
other medical facilities.”” Increased private, state and 
federal support for training doctors is called neces- 
sary, as are medical school and internship training 
scholarships. 
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HE MAJOR purpose of any 

budget, either general or de- 
partmental, may be summarized as 
follows: 

1. To establish a definite objec- 
tive with regard to operating per- 
formance. 

2. To formulate executive poli- 
cies about future operations. 

3. To promote cooperation in ac- 
ceptance of policies and execution 
of plans. 

4. To determine limits to which 
expenditures are to be geared. 

5. To determine what funds wil! 
be required, when they will be 
needed and from what sources they 
will be derived. 

6. To set up current compari- 
sons of actual performance in re- 
lation to budget appropriations. 

7. To indicate when and where 
changes must be made in current 
operations so that planned objec- 
tives may be achieved. 

In addition to knowing the major 
purpose of budgeting, hospital ad- 


Donalda N. Smith is executive house- 
keeper and director of laundry and tex- 
tiles, University Hospitals of Cleveland. 

This paper is based on a presentation at 


the Advanced Institute on Hospital House- 
keeping of the American Hospital Associ- 
ation, New York, Nov. 7-11, 1960. 





Preparing the annual budget for the 
department is an important function 
of the executive housekeeper, accord- 
ing to the author. If the housekeeper 
understands budgetary principles and 
is realistic about what is needed for ef- 
ficient departmental operation, she will 
contribute both to the department’s 
effectiveness and to an adequate fiscal 
program for the entire hospital, the 
author states. 





ministrators are, and department 
heads should be, aware that cer- 
tain fundamental principles should 
be kept clearly in mind when pre- 
paring a budget. Although depart- 
ment heads are primarily con- 
cerfied with the first of the fol- 
lowing five principles of budget 
preparation, they should have some 
understanding of the other four. 
These five principles are: 

1. Department heads should 
have the responsibility of prepar- 
ing tentative expense budgets for 
their respective departments. This 
should be done not only to obtain 
their experienced views, but also to 
give them a sense of responsibility 
for the over-all operation of the 
hospital. 

2. Income from patients, from 


endowments and gifts and from all 
other sources should be fairly but 
conservatively estimated by the ac- 
counting department. 

3. Expenses should be in pro- 
portion to the anticipated income 
for current operating purposes. 
Unless there is a provision for un- 
derwriting a deficit, estimated 
operating expenses should not ex- 
ceed estimated operating income. 

4. Provision should be made for 
adjusting budget appropriations 
during the year when and if occa- 
sion arises for altering the master 
budget. 

5. The complete budget should 
be submitted to the governing 
board for approval. Sometimes, de- 
partment heads forget that the ad- 
ministrator is responsible to some- 
one else. After the board has 
approved the budget, the adminis- 
trator is obligated to set up a pro- 
cedure to live within that budget 
and to produce the revenues called 
for by it. 

A budget is an estimate of the 
amount of money that should be 
spent and of the amounts to be 
spent for various purposes in a 
given time. Budgets are frequently 


HOSPITALS, J.A.H.A. 





{OY FLEXIMATIC 
ic e. Comiparey 


from the oa and eH folded in 
halves and — 


and folders + i Bccat Siantibe linens from 
towel size to feable bed size, locating the two 


f 


folds and directing the air jet folding. Al these 
operations are done 100% automatically! - 

TROY alone offers one through six lane folder 
models in the NEw low silhouette design 

can ‘match perfectly linen load and foldi 

pacity. Lint-proof moters ean time up to 

cles at once! 

TROY FLExIMATIC Folder provides random fok 
ing of towels and sheets . . . even bib aprons 
with strings can be folded. Stacker equipment 
is available for folding small pieces. The simpli- 
fied design of the FLExmmaTIC reduces costly 
shutdowns. 

For the full story on the original and only linen 
folder entirely air-operated, see your TROY rep-— 
resentative or write at once... 


Ca a ee a eS 


“AIR-JET" IS A REGISTERED TRADEMARK OF AMERICAN MACHINE AND METALS, INC. 


Tinow’ LAUNDRY MACHINERY 


DIVISION OF 
American Machine and Metals, Inc. 
Dept. H-1260, East Moline, Illinois 


DECEMBER 16, 1960, VOL. 34 


Divisions of American Machine and Metals, Inc. 


TROY LAUNDRY MACHINERY . RIEHLE TESTING 
MACHINES ¢ DE BOTHEZAT FANS ¢® TOLHURST 
CENTRIFUGALS ¢ FILTRATION ENGINEERS @¢ FIiL- 
TRATION FABRICS ¢ NIAGARA FILTERS ¢ UNITED 
STATES GAUGE ¢ RAHM INSTRUMENTS ¢ LAMB 
ELECTRIC COMPANY ¢ HUNTER SPRING COMPANY 
GLASER-STEERS CORPORATION 





prepared between October 1 and 
December 1 for the coming year. 


BUDGET RESPONSIBILITY 


Several budgets are applicable to 
the housekeeping department, so 
an executive housekeeper may be 
involved in the preparation of var- 
ious budgets for the department. 
Some housekeepers may not be as 
deeply involved in budget prepara- 
tion as others. Work on budgets 
and responsibility for them vary 
according to hospital and depart- 
mental requirements. Some house- 
keepers are asked to compile 
budgets, for example; others are 
asked to estimate the next year’s 
budget from the previous nine 
months’ expenses, and still others 
may only concur in what the ac- 
counting office prepares. 

Regardless of the size of the hos- 
pital or the extent of the execu- 
tive housekeeper’s responsibility, 
she will have one thing in com- 
mon with other department heads; 
she will have to think. To think 
involves recollecting the past, 
imagining the future and forming 
an opinion by reasoning. 


THE EQUIPMENT BUDGET 

Several budgets may really stir 
the imagination of an executive 
housekeeper. One is the equipment 
budget. How are equipment budg- 
ets developed? An executive house- 
keeper becomes interested in a 
new piece of equipment because: 
(1) another housekeeper uses it 
and recommends it; (2) a house- 
keeper sees it advertised, or (3) 
she wants to do a better job, so 
she actively looks for or asks about 
a piece of equipment with which 
the job could be done better. 

An executive housekeeper should 
have an inquiring mind. How does 
one clean the air conditioning 
grilles? How does one reach the 
outside top of a window that hinges 
out like a “‘V” on its side? If one 
changes a procedure to combat 
cross-infection, what equipment 
will be needed? If the vacuum 
cleaners need repairing too often, 
should one change the make? What 
about another model? 

These are samples of the kinds 
of questions that the executive 
housekeeper with an _ inquiring 
mind will ask herself. Answering 
them intelligently may mean the 
purchase of new or additional 
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equipment, which will, of course, 
affect the departmental budget. 

If there is an assistant house- 
keeper, her ideas should be re- 
quested also. After talking with 
her assistant, other housekeepers 
and sales representatives and 
searching the advertisements, the 
executive housekeeper should de- 
cide what she would like to buy 
to increase her department’s effi- 
ciency. Once the decision is made, 
information about the equipment 
and prices should be gathered. All 
this can be collected in a folder 
marked “Work Sheets, (Next 
Year’s) Budget”. 

Sometime before the deadline 
date, the housekeeper should as- 
semble her research data and 
should make a list indicating 
whether the item is a replacement 
or additional equipment and show- 
ing costs in round figures. 


BUDGETS REQUIRE COOPERATION 


It doesn’t take long to write or 
read this, but there are details 
which take time and thought. If 
the housekeeper plans to buy elec- 
tric equipment, it might be well 
to check with the engineer or 
director of maintenance to see 
whether the power requirements 
of this equipment are within the 
capacities of the hospital’s source 
of power and electric circuits. If 
the housekeeper wants to use a 
scrubber vacuum to clean basement 
corridors or a portable vacuum to 
clean stairways, she should deter- 
mine whether there are electrical 
receptacles in either location. If 
not, she might ask to have the 
installation of outlets added to the 
capital expense budget. 

Have window shades been re- 
placed with venetian blinds? Can 
the department clean a great num- 
ber in a short time and dry them 
quickly so that they can be re- 
turned quickly? Is there a storage 
room that could be converted to a 
washroom through installation of 
a pressure spray pump and a re- 
turn trough? A request for con- 
version should also be added to 
the capital expenditures budget. 

The capital expenditures budget 
should include full details of the 
apparatus and equipment required, 
including descriptions, estimated 
costs and a statement indicating 
whether the proposed expenditure 
is for the replacement of old equip- 


ment or for additional equipment. 


OTHER BUDGETARY ACTIVITIES 


There are other budgets for 
which the executive housekeeper 
may collect data. The departmental 
expense budget for supplies, for 
example, may be originated by her 
if enough records have been kept. 
She should keep a record of sup- 
plies purchased or those requisi- 
tioned from central stores. If she 
is the only one using certain sup- 
plies, they are no doubt obtained 
on a purchasing requisition, and 
are delivered to the housekeeping 
supply room. Such items could be 
floor cleaning detergents, scrub- 
bing machine brushes, dusting 
mitts, solutions for treating dust 
mops, or squeegees. 

Some housekeepers prefer to 
keep data on cards, using a card 
for each item. The card could be 
filed under the name of the sup- 
ply item and could show date 
ordered, date received, cost and 
supplier. 

The cost for the year can be 
determined by projecting the cost 
for the first nine months. If house- 
keeping has been using wax or a 
floor treatment preparation for 
only three months, and it is de- 
sirable to continue using it, proper 
adjustment can be made to esti- 
mate annual consumption, and this 
item can be included in the pro- 
posed budget. 

Some housekeepers prefer to use 
large sheets of columnar paper in- 
stead of cards for those items ob- 
tained from general stores or from 
within the hospital, such as paper 
towels, wet mops and pails. The 
important point is to keep ade- 
quate records. 

It is important to record the 
cost of cleaning supply items as 
they are received. These include 
brushes, dusting mitts, squeegees, 
etc. For other items, such as paper 
towels, the cost for nine months 
may be figured by using the cost 
carried on the perpetual inventory 
cards and projected to cover the 
year. This figure can be included 
in the proposed budget for the 
following year. 

If the executive housekeeper 
works with code numbers or ac- 
count numbers, then collecting and 
assembling information is simpli- 
fied. If housekeeping is responsible 
for purchasing draperies and hav- 


HOSPITALS, J.A.H.A. 





THE REAL TRUTH about 





Floor Care | Savings: 











There is no economy in buying “cheap” products! 


WHAT DOES THIS MEAN TO YOU? 


Take floor cleaning, for example. Let’s 
suppose you are considering two floor 
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CLEAN -O-LITE. 
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have additional sanitizing and de- 
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One operation CLEAN-O-LITE is 
a tested, effective Hospital cleaner- 
sanitizer-deodorizer. Safe forall 
surfaces. Phenol coefficient for 
salmonella typhosa, 12; for staphy- 
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For an expert's advice on safe 
and economical Hospital floor 
care, call on the Hillyard Con- 
sultant in your area. He’s 
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* National Association of Building Owners and Managers. 


ie? 
Zeono™ 


\ rat 
Study of 
oo = 2 
‘ quali iy 

bu ater ane ¢ 


Send Coupon Today for This Study 


Here are authentic, documented case 
histories of floor maintenance sav- 
ings. They'll help you pin-point wavs 
to save labor and money on your floors. 





HILLYARD St. Joseph, Mo. Dept. H-2 


You’ll Be Money Ahead with 
SB , so 


. i oe ae 


7: (Ae 
Passaic N. J. \ 


ST. JOSEPH, MO. San Jose. Calif. 


Branches and Warehouse Stocks in Principal Cities 


DECEMBER 16, 1960, VOL. 34 


Please send me Free 
copy of "A Study of 


Please have the Hillyard Hospital Floor 
Care Consultant get in touch with me. 
Economies’’. 


No obligation! 


NAME 





FIRM OR INSTITUTION 





ADDRESS 








ing slip covers made, for example, 
this should also be estimated for 
the following year and charged to 
the proper account number. Filing 
her copy of the requisitions for 
articles ordered, for example, can 
be done by account number. These 
may be referred to frequently, not 
only when compiling a budget but 
also in later years. They can be 
collected and filed according to the 
building in which they are used. 
Thus, it can be determined, for 
example, how much longer cubicle 
curtains last in semiprivate rooms 
than they do on an open division. 

So far, a great deal has been 
said about keeping. records that 
will aid in originating a depart- 
mental budget. 

Earlier in this paper it was men- 
tioned that the housekeeper may 
be involved to different degrees in 
the preparation of various budgets. 
The accounting department may 
submit figures for the first nine 
months’ expenditures. The house- 
keeper then may be asked to pro- 
ject the expenses for the current 
year and propose a budget for the 
following year. The accounting de- 


partment may use the actual ex- 
penses for nine months to project 
what may be spent for the year. 
Accounting may even go further 
by adding a certain percentage for 
increased prices and suggesting 
what should be proposed for the 
coming year, in which case, the 
housekeeper will be asked to re- 
view and revise the proposed 
budget for the following year. 
Housekeeping expenditures are 
reflected in the nine-month budget 
prepared by accounting, but the 
housekeeper may know of changes 
in supplies or procedures planned 
for the next year which could in- 
crease or decrease that budget. If 
the housekeeper is using the fig- 
ures compiled by accounting for 
nine months, or the proposed budget 
for the following year, and she 
knows that the next year’s ex- 
penses will be higher, she should 
not hesitate to inform administra- 
tion. If, for example, she knows 
that the window draperies on one 
division will need to be replaced 
next year, she should request that 
the proper budget figure be raised. 
The housekeeper should be sure to 


put her request for a higher budget 
and the reasons in writing and file 
the carbon copy in the folder of 
work sheets for the following year’s 
budget. 


THE POSITION BUDGET 


So far we have discussed things, 
but because people use things, a 
position budget is necessary. This 
controls the number of maids, por- 
ters, wall washers and house- 
keepers carried on the payroll. The 
position budget is usually compiled 
by administration and the person- 
nel manager in consultation with 
the department head. 

Job classifications and the num- 
ber of personnel for each classifi- 
cation are listed. Assignment of 
code numbers to control the num- 
ber of employees in each depart- 
ment is common. If housekeeping 
has many employees in several 
buildings, it is well to keep records 
in the executive housekeeper’s 
office, with a card for each em- 
ployee. Clips of various colors may 
be used to indicate a vacancy or a 
long-term absence. Usually house- 
keeping is assigned only enough 
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ENLARGED 
FLOOR SECTION 


The tough, but springy, steel wool fibers 
in Brillo Floor Pads shave imbedded 
dirt . . . without the scratching action 
of the grit in abradant nylon pads that 
can gouge through the old wax and 
groove the floor itself. 

A Brillo Steel Wool Floor Pad used 
with a good liquid cleaner will do the 
best possible scrubbing job—removing 
old wax and dirt—without scratching. 
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When scrubbing your floors 





—shave off dirty wax without gouging 


And solid disc pads cover the entire 
working surface to do the job faster. 

There’s a Brillo Solid Disc Steel Wool 
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dry-cleaning or buffing. Send for free 
instructive folder today. 
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employees to cover general duties 
and special areas. If housekeeping 
has never cleaned discharge beds, 
but the housekeeper plans to give 
that coverage, she will no doubt 
ask for more employees. 

The position budget must be ad- 
justed during the year to reflect 
changes. The salary budget also 
will be affected if extra work is 
contemplated requiring more peo- 
ple or overtime work, The salary 
budget should take into account 
merited salary increases. This 
budget will also be affected if sev- 


eral employees retire or by length 
of service become entitled to longer 
vacations. These factors should be 
reflected in the position and salary 
budgets. 

If the executive housekeeper 
keeps the major purpose of budget- 
ing in mind and has some under- 
standing of the principles of budg- 
eting, she will be able to prepare 
a realistic departmental budget, 
which will provide accounting and 
administration with the data they 
need to plan the fiscal program of 
the hospital for the coming year. ® 





NOTES AND COMMENT 





Words for housekeepers 


A list of 500 technical words frequently encountered by hospital house- 
keepers was compiled over a one-year period by Emma Louise Schroeder, 
executive housekeeper, St. Vincent Charity Hospital, Cleveland. Short 
lists of these words and their definitions, extracted from the compilation, 
will appear in this department periodically. 


Abrasive—a powdered scouring 
cleaner containing insoluble agents, 
commonly known as grit. 
Absorption—the passage of liquids 
through a cell membrane, either 
by dissolving in a solution or by 
penetrating pores. 

Acid—a reading of less than 7 on 
the pH scale indicates an acid solu- 
tion. Also, any compound that will 
react with a base to form a salt. 
Acid Reaction—turning a blue litmus 
paper red or producing a color 
change in some other indicator. 
Active—exhibiting a tendency to 
enter into a chemical reaction. 
Activated—characterized by a solu- 
ble structure containing a sufficient 
supply of energy to take part in 
a specified reaction. 
Aerobic—having the ability to live 
or grow only where free oxygen is 
present. 

Aerosol—a suspension of colloidal 
particles in a gas. 

Alkali—any base or hydroxide, such 
as soda, potash, etc., which is solu- 
ble in water and can neutralize 
acids. 

Alkaline—a reading above 7 on the 
PH scale indicates an alkaline solu- 
tion. 

Alkaline Reaction—turning a red lit- 
mus paper blue or producing a 
color change in some other indica- 
tor. 

Anaerobic—having the ability to live 
and grow where there is no free 
oxygen present. 
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Anhydrovs—without water, especial- 
ly water of crystallization. 

Anionic—a chemically balanced 
cleaner; a foaming type of wetting 


agent with good detergent quali- 
ties. When this is dissolved in 
water, its molecules split into two 
ions—one positive, the other nega- 
tive. The negatively charged ion is 
active in cleaning. 

Analysis—a method or process of 
separating a substance into its 
component parts to identify their 
composition. 

Antiseptic—a compound that pre- 
vents or arrests the growth or 
action of microorganisms. 

Aqueous Solution—one in which the 
solvent is water. 

Asepsis—-freedom from _ infectious 
or pathogenic microorganisms. 
Aseptic Technique—a method or pro- 
cedure designed to eliminate path- 
ogenic bacteria and nonpathogenic 
bacteria from a specified area or 
environment. 

Asphalt Tile—a soft flooring made of 
asbestos fillers combined with 
thermo-plastic materials. 
Automatic Scrubbers—an electric pow- 
ered floor machine, usually oper- 
ated by one person, which applies 
a solution to a floor, scrubs and 
rinses the floor and picks up the 
solution, all in one pass. . 
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farsonnel changes cconinser som pase 10) 


tor of the North Shore Hospital, Winnetka, Il., suc- 
ceeding the late Laurence B. Hutson. 
For the past 11 years he has been 
executive director of the Lutheran 
Deaconess Hospital, Chicago. Mr. 
Nelson is a fellow in the American 
College of Hospital Administrators. 


@ Harold L. Peterson, administrator of 
Baroness Erlanger Hospital, T. C. 
Thompson Children’s Hospital and 
Carver Memorial Hospitals, Chat- 
tanooga, Tenn., will return this 
month after a six-month leave of 
absence. Mr. Peterson has been 
hospital administration consultant 
to the Government of Venezuela. 


MR. NELSON 


my 


a 


@ Peter Pierdinock has been ap- 
pointed administrator of the Dan- 
bury (Conn.) Hospital. He was 
previously assistant administrator 
at Bridgeport (Conn.) Hospital. 


@ Garnott L. Radin has been ap- 
pointed temporary administrator 
MR. PETERSON of Shriners Hospital for Crippled 
Children, St. Louis, Mo. After serving in this position 
for several months she will be transferred to the 
Shriners Hospital for Crippled’ Children, Mexico 
City, Mex., a new hospital now under construction. 
She was formerly administrator of the Shriners Hos- 
pital, Lexington, Ky., and for the past nine months 
has been associated with the administration depart- 
ment of the Dade County Department of Hospitals, 
Miami, Fla. Rhoeine Giascock has been appointed 
administrator of Shriners Hospital for Crippled Chil- 
dren, St. Louis, and will assume responsibility in 
January. 
@ John W. Rankin has accepted the position of director 
of the Ochsner Foundation Hospital and to the newly 
created position of executive secretary, Alton Ochsner 
Medical Foundation, New Orleans. He succeeds the 
late Edward Leveroos, M.D., as director. Mr. Rankin is 
director of the Milwaukee County Institutions. He 
will remain in Milwaukee until the end of January, 
and divide his time between Milwaukee and New 
Orleans until June 1961. 


@ Col. Ernest G. Rivas, MSC, has been assigned to Fitz- 
simons General Hospital, Denver, Colo., as executive 
officer. Col. Rivas has served in various medical 
installations in the United States, Korea and Japan, 
and is a graduate of the hospital administration 
course at Fort Sam Houston, Tex., in conjunction with 
Baylor University. 


@ C. M. Robbins has been appointed administrator of 
McCray Memorial Hospital, Kendallville, Ind. He was 
formerly business manager and administrative assist- 
ant of that hospital. He is a graduate of the Columbia 
University Program of Continuation Education, School 
of Public Health and Administrative Medicine. 


@ Edward P. Robinson has been appointed an assistant 
director of Louis A. Weiss Memorial Hospital, Chi- 
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cago. Prior to his appointment, Mr. Robinson was 
administrative assistant at Western Pennsylvania 
Hospital, Pittsburgh. He obtained his M.A. from the 
Graduate School of Public Health, Hospital and Medi- 
cal Administration, University of Pittsburgh, and is 
a member of the American Hospital Association and 
the Hospital Association of Pennsylvania. 


@ John M. Shaw (see Kindig item). 


@ Richard Shedlovsky has been appointed assistant 
superintendent of the Hebrew Home and Hospital 
for Chronic Sick, Inc., Bronx, N.Y. He is a graduate 
of the program in hospital administration at North- 
western University, and was formerly assistant direc- 
tor of the Jewish Hospital of Brooklyn. 


@ Thomas Shirtz, R.N., has been appointed administrator 
of Samaritan Hospital, Brooklyn, N.Y. He was for- 
merly assistant administrator of Lutheran Medical 
Center, also in Brooklyn. He holds an M.A. in hospital 
administration from Northwestern University. 


@ Kenneth J. Shouldice, Ph.D., has been appointed admin- 
istrator of War Memorial Hospital, Sault Ste. Marie, 
Mich. He was formerly assistant 

professor in the graduate program 

in hospital administration at the 

State University of Iowa. Mr. 

Shouldice received his master’s de- 

gree in hospital administration 

from Northwestern University and 

a doctorate from the State Univer- 

sity of Iowa. 


@ Sister Albert Mary Rebel, R.N., has 
been appointed administrator of 
Daniel Freeman Memorial Hospi- 
tal, Inglewood, Calif. For the past seven years she 
has served on the faculty of Mount St. Mary’s College, 
Los Angeles, in the department of nursing. She has 
a master’s degree from the University of California. 


MR. SHOULDICE 


@ Sister M. Altissima has been appointed administrator 
of the new Holy Family Hospital, Des Plaines, III. 
She has served as director of the school of nursing at 
St. Mary’s Hospital, Grand Rapids, Mich., and was ad- 
ministrator of Bethania Hospital, Wichita Falls, Tex. 
Sister Altissima is completing her residency in hospi- 
tal administration this year at St. Mary’s Hospital in 
Grand Rapids, Mich., and will receive her master’s 
degree next June from St. Louis University. 


@ William H. Soden has been appointed administrator of 
Veterans Administration Hospital, Amarillo, Tex. He 
was formerly special assistant to the manager of 
Veterans Administration Hospital, Brooklyn, N.Y. Mr. 
Soden is a graduate of the Columbia University 
School of Business Administration and New York 
University School of Secondary Administration and 
Supervision. 


@ Th J. $ 





y (see Hatfield item). 


@ Lilyan C. Zindell (see Kindig item). 
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water, yet so tough it will not stretch off a wrist. 
It must be destroyed to be removed. That way you 
know it can’t be put on someone else, either acci- 
dentally or on purpose. The Clip-Seal is easy. It's 
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. You don’t need to pamper an Ident-A-Band . . . not during 

” ; the patient’s bed bath, not even in hydrotherapy. {In identification, 
: en a secure seal and a stretchproof band are important, but it is 
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— safe from tampering, safe from wear, safe from water damage. 

Ident-A-Band’s water-resistant construction, its sealed-in waterproof insert 


yo U r card, and its waterproof pen (use typewriter or Addressograph if you prefer) 
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with the card permanently sealed inside. The card stays in, it stays 
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AT BLUE CROSS HEARING 





Special Committee To Study Hospital Costs 


Requested By Cleveland City Council 


The Cleveland City Council has passed an emergency resolution 
requesting the appointment of a special committee to study hospital 
costs in the Cleveland area, and calling for deferment of a proposed 
Blue Cross rate increase until the study is completed. The resolution 
was presented November 15 by Ralph Locher, law director for the city 


of Cleveland, at the first of a series 
of public hearings regarding a 27.4 
per cent increase in Blue Cross 
rates in Cleveland. 

In his statement, Mr. Locher 
claimed the increase in Cleveland’s 
contribution to Blue Cross for its 
employees amounted to $93,000 
per year. He pointed out that 
“abuse and overutilization” were 
the problems that needed studying 
most, and that the special study 
group being proposed should “im- 
prove hospital administration and 
develop necessary legislation if 
needed in this area”. 

The public hearings, which were 
held last month before Insurance 
Superintendent Edward A. Stowell, 
his legal and actuarial staff and 
representatives of the state’s at- 
torney general, were for the pur- 
pose of hearing testimony on the 
proposed increase, as well as on 
an unprecedented proposal for 
meeting the hospital care needs 
of Blue Cross subscribers over 65 
years of age. The proposal has 
been submitted to the Ohio De- 
partment of Insurance by the 
Northeast Hospital Services Asso- 
ciation (the Blue Cross Plan in 
Cleveland). 

Under the proposed plan, there 
would be an increase of 5 per cent 
in subscription rates for those 
under 65, and subscribers, upon 
reaching 65, would realize a 12% 
to 671% per cent discount, depend- 
ing on the length of Blue Cross 
membership prior to age 65. If the 
plan is approved, up to 148,000 
Blue Cross subscribers now over 
65 would benefit immediately, in- 
cluding an estimated 48,000 who 
would be entitled to premium re- 
ductions of 50 per cent or more. 

Most of the first day of the hear- 
ing was taken up by the question 
and answer testimony of John R. 
Mannix, executive vice president 
of the Plan. Mr. Mannix stated 
that the increase, which is ex- 
pected to be adequate for the next 
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two years, was based on the fol- 
lowing elements: 11 per cent for 
increased use of hospitals, 8 per 
cent for increased hospital costs, 
3 per cent for needed reserves 
and 5 per cent for the proposed 
over-age-65 care plan. 

It was pointed out that Blue 
Cross increases have not been out 
of proportion to income or hospi- 
tal costs through the years. In 
1938, 1.8 per cent of ‘an average 
worker’s income went for health 
protection, and the figure is 1.7 
per cent today, he said. 

Mr. Mannix’ testimony dealt 
mainly with use of hospital facili- 
ties and stressed the lack of abuse 
or overuse in the Cleveland area. 
He relied heavily on information 
derived from the Cleveland Citi- 
zens Committee study, in which 
it was found that only 1.9 per cent 
of the total hospital use in the 
area was attributed to abuse and 
overutilization. 

During the second day of the 
hearing, representatives of the city 
government, among others, ques- 
tioned Mr. Mannix on _ hospital 
costs, use of Blue Cross benefits 
and calculations regarding the rate 
increase request. Mr. Mannix’ tes- 
timony was backed up by Joseph 
Linder, consulting actuary for the 
Plan, and Sidney Lewine, director 
of Cleveland Mount Sinai Hospital. 
Mr. Mannix pointed out repeatedly 
that the basic elements in hospital 
costs are the increases in payroll 
and the control, or lack of it, of 
hospital construction. a 


N.Y. Hospital Council Sees 
Financial, Staffing Crisis 


“A crisis is approaching for both 
the municipal and voluntary hos- 
pital systems in New York City, 
if indeed it is not already here,” 
the Hospital Council of Greater 
New York concluded in its 22nd 
annual report issued recently. 


According to the report, the 
crisis in the voluntary hospitals 
is primarily financial, involving 
both operating and capital financ- 
ing. The crisis in the municipal 
hospitals is primarily one of staff- 
ing, including nurses, interns, resi- 
dents, attending staff and mana- 
gerial personnel. “It seems doubtful 
that these staffing inadequacies can 
be corrected short of a major re- 
arrangement of the municipal hos- 
pital system,’ the council stated. 

For several years, the council 
has been studying how to make 
the best possible use of voluntary 
and municipal hospitals to “assure 
maximum benefit to the people of 
New York”. Results of the study 
are expected to be made public in 
the near future. 

“By far the major portion of the 
past increases in hospital costs and 
of those expected in the future are 
necessary and inevitable,” the re- 
port continued. “This makes it all 
the more urgent that everything 
possible be done to prevent unnec- 
essary increases in costs.” 

The report expresses concern 
about the current shortage of 
skilled personnel in municipal hos- 
pitals, particularly those not affili- 
ated with medical schools. Interns 
and residents in nonaffiliated hos- 
pitals are almost exclusively grad- 
uates of foreign medical schools, 
the report states; therefore, recent 
restrictions will further reduce the 
number of individuals available. 

Steps to meet the hospital crisis, 
according to the council, should be 
based on recognition of the follow- 
ing facts and principles: 

@ Philanthropic giving, although 
still important to hospitals, cannot 
be expected to play a major role 
in financing hospital care for the 
indigent and medically indigent. 

@ Payments for voluntary hospi- 
tals for care of patients should not 
be substantially less than the cost 
of the care. 

@ Even if adequate provision for ° 
current financing of voluntary hos- 
pital operations could be made, it 
is essential that this be supple- 
mented by special steps to meet 
the large backlog of capital fund 
needs. 3 

e@ Any program to deal with the 
community’s hospital crisis should 
include means to assure that new 
hospital construction, whether mu- 
nicipal, voluntary or proprietary, 
is dictated by community needs. ® 
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Accreditation Standards 
Revised by Joint Commission 


Publication of its revised stand- 
ards for hospital accreditation was 
announced December 1 by the Joint 
Commission on Accreditation of 
Hospitals. The standards were 
adopted by the board of commis- 
sioners of the Joint Commission at 
its meeting September 17. The 
board’s acceptance of the 1959 list- 
ing requirements of the American 
Hospital Association as one of the 
prerequisites for survey for ac- 
creditation had been announced 
previously (see Oct. 1 issue of this 
Journal, page 17). The 1959 re- 
quirements differ from those of 
1957 in that under certain circum- 
stances hospitals in which doctors 
of osteopathy are allowed to prac- 
tice may be listed by the AHA. 

Two notable changes in the new 
standards have to do with admin- 
istrative patterns: 

@ Under pathology and radiolo- 
gy, indexing of reports is no longer 
required. Instead, the JCAH sug- 
gests that for educational purposes, 
an index of interesting and un- 
usual cases should be kept. This 


change does not preclude a hospital 
from keeping a complete index 
where such is valuable for study 
and research, the JCAH noted. 

@® Under emergency service, the 
standards specify that a written 
plan for the care of mass casualties 
be “rehearsed by key personnel at 
least twice a year”. 

Among other changes were two 
relating to organization and func- 
tion of the medical staff: 

@ Whereas the former require- 
ment under the medical records 
committee called for the supervi- 
sion and appraisal of the quality 
of medical records and their main- 
tenance, and required a written 
report to be made a part of the 
permanent record, the new stand- 
ards state that the medical records 
committee shall also ‘‘on the basis 
of documented evidence... review 
and evaluate the quality of medical 
care given the patient” and submit 
a monthly report in writing to the 
executive committee of the medical 
staff. 

@A shortened and simplified 
section on medical staff meetings 
provides that the number and fre- 
quency of medical staff meetings 


and attendance requirements for 
the meetings are to be determined 
by the active staff and clearly 
stated in the bylaws of the staff. 
The standards still specify month- 
ly meetings of the active staff or 
monthly departmental conferences 
or monthly meetings of the medical 
records and tissue committees. 


Scores on Qualifying Exam 


Announced by ECFMG 


The results of the qualifying 
examination taken by 8713 for- 
eign-trained physicians working as 
staff members, residents or interns 
in American hospitals show that 
71.5 per cent passed. 

Dean Smiley, M.D., executive 
director of the Educational Coun- 
cil for Foreign Medical Graduates 
(ECFMG), stated that 3776 phy- 
sicians passed the examination 
with a score of 75 or better, 2456 
achieved a score of 70 to 74, and 
2481 failed to pass the examina- 
tion. 

The system for evaluating the 
qualifications of these physicians 
was set up more than two years 
ago by the American Medical As- 
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sociation, the American Hospital 
Association, the Association of 
American Medical Colleges and 
the Federation of State Medical 
Boards. 

The AMA, following the an- 
nouncement of the results, pro- 
posed that foreign doctors who 
failed the exam be allowed to re- 
main on hospital staffs until June 
30, 1961, providing they were re- 
moved from responsibility for pa- 
tient care. ad 


Food Service Supervisors 


Organize, Elect Officers 


The organization of a society for 
trained food service supervisors 
working in hospitals and other in- 
stitutions has been announced. The 
group is to be known as the Hos- 
pital, Institution, and Educational 
Food Service Society. 

The society is open to graduates 
of the educational programs for 
trained food service supervisors 
conducted throughout the country. 
The 64 persons who were present 
at the organizational meeting in 
Cleveland in mid-October repre- 
sented food service supervisor 
courses at Michigan State Univer- 
sity Continuing Education Center, 
East Lansing; Pennsylvania State 


University Extension Service, Uni- 
versity Park; Jane Adams Voca- 
tional School, Cleveland, and Irwin 
Vocational School, Pittsburgh. 

The new society has established 
educational and experience stand- 
ards and has adopted a code of 
ethics for its members, who are, 
for the most part, trained nonpro- 
fessional assistants to dietitians or 
directors of food service operations. 

The objectives of the society 
were announced as follows: (1) to 
promote education in schools, hos- 
pitals, and other institutions in the 
nutrition practices of human beings 
and in food service; (2) to advance 
the science of food service for the 
general public welfare; and (3) to 
improve nutritional services. 

The elected officers of this so- 
ciety are: president, Mrs. Mary 
Lou Milton, Obion County Gen- 
eral Hospital, Union City, Tenn.; 
president-elect, Mrs. Elsie Lundin, 
Francis A. Bell Memorial Hospital, 
Ishpeming, Mich.; secretary, Mrs. 
Mary E. Jump, Wells County Hos- 
pital, Bluffton, Ind., and treas- 
urer, Josephine Dorko, Cleveland 
(Ohio) Metropolitan General Hos- 
pital. 

The society’s headquarters are 
in Room 420, 620 N. Michigan 
Ave., Chicago 11, Il. . 





Senior Citizen Plan Set 
For Northeastern N.Y. State 


A senior citizen plan which will 
provide hospital-medical-surgical 
benefit payments for persons 65 
and over, without physical exami- 
nations, has been announced by the 
Blue Cross and Blue Shield Plans 
in northeastern New York. The 
plan, which will serve more than 
72,000 persons in 13 counties of 
New York, will go into effect Jan. 
1, 1961. 

The Blue Cross-Blue Shield 
Plans now provide benefits to per- 
sons 65 and older who were en- 
rolled before reaching that age. 
Those persons are not eligible un- 
der the new program. 

Ralph Hammersley Jr., execu- 
tive director of the Blue Cross- 
Blue Shield Plan, said the senior 
citizen plan has been tailored to 
meet the specific needs of older 
people. Cost to the subscriber will 
be $26.20 per quarter, with the 
proviso that enrollment must be by 
individuals; a husband and wife, 
both over 65, must enroll sepa- 
rately. The cost was determined by 
Blue Cross-Blue Shield through an 
analysis of its own claims filed by 
subscribers in the age bracket con- 
cerned during the past 12 months. 
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NEW MILFORD HOSPITAL— NEW MILFORD, CONN. 


audit shows a very 
$30,000 


. with a $400,000 goal, our 
$20,000 - 


ForrEStT D. ARNOLD, President 
New Milford Hospital 
New Milford Savings Bank 


HENRY E. SOUTHWICK, Campaign Chairman 
District Manager, Connecticut Light & Power Co. 


“We know such a successful campaign couldn't have 
become a reality without the expert guidance of Haney 
. a pleasure to witness 
the precision with which all phases of the campaign were 


Another HANEY VICTORY! 


Our Conduct? 


“The high plane on which the campaign was conducted 


bore good fruit .. . 


additional 


in all aspects we are very pleased”’ 
Davip Murpuy, President 
Hoosatonic Valley Insurance Agency, Inc. 


. pleasant relations throughout the campaign.” 


HENRY E. 


SOUTHWICK, Campaign Chairman 


What Feeling did we leave? 


i sani Associates is tops in the New Milford Hospital 
book . . . All good wishes for the future.” 


“Such results don’t just happen without effective organiza- 
tion, good planning and implementation. 


Haney Associates 


. gladly recomn. 
continued success.”’ 
Davip MurpPnuy, President 
Hoosatonic Valley Insurance Agency, Inc. 
. Sorry to see your team leave us . . 
to have become part of our community.” 
Forrest D. ARNOLD, President, New Milford Hospital 


EDWARD S. BARON, Administrator 
New Milford Hospital 


{ you to others, and wish you 


. They seem 


“Hope to see you again, real soon.” 


FORREST D. ARNOLD, President, New Milford Hospital 
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Keysort Data Processing 


You don’t have to invest in expensive electronic equip- 
ment for fast, accurate income analysis. 

Keysort Data Processing is being used by many hos- 
pitals for up-to-the-minute reports on income and on 
such other vital data as patient-day statistics, service de- 
partment statistics, requisitioning, expense distribution. 


Fits hospitals of any size 
Keysort has many advantages. No restrictive proced- 
ures; minimum training, remarkable economy, simplic- 
ity of installation and operation. In fact, Keysort is the 
only automated data processing system flexible enough 
to fit your hospital as it stands and as it grows. And at 
a cost well within your hospital’s budget. 


Less writing for nurses 
With Keysort you use Requisition-Charge Tickets — 


mechanically created for fast, easy sorting. Nurses sim- 
ply notate the services rendered. Charges are then tabu- 
lated automatically, results summarized direct to re- 
ports. This lightens the load on nurses and gives your 
business office the meaningful, on-time information 
needed to provide better patient care. 


Ask us for case histories 

Your nearby Royal McBee Data Processing Systems 
Representative has had a wealth of experience in solv- 
ing hospital accounting problems. Working with you, 

with your systems and procedures experts, he can offer 

helpful advice about a low-cost Keysort system tailored 
to your individual requirements. Call him, or write us 
at Port Chester, N. Y.—and we will be happy to supply 
you with actual case histories from our files. 


ROYAL MCBEE corporation 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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State Association Presidents 


MAINE 


MERRILL E. TOLMAN 
Administrator 
Rumford Community Hospital 


Rumford 


PENNSYLVANIA 


MASEL A. BARRON 
Administrator 
Ellwood City Hospital 
Ellwood City 


WASHINGTON 


WILLIAM E. MURRAY 
Administrator 
Olympic Memorial Hospital 
Port Angeles 





Approximately 32,000 over-65 sub- 
scribers are already enrolled in 
Blue Cross or have joint Blue 
Cross-Blue Shield coverage. 

The senior citizen plan includes: 

@®A $50 deductible clause in 
Blue Cross coverage, with the in- 
dividual subscriber paying the first 
$50 of hospital charges and Blue 
Cross paying the hospital for the 
rest of its regular contract services. 

®@ Blue Shield type “A” coverage 
for inhospital medical care, sur- 
geon’s and assistant surgeon’s fees, 
anesthesia, and diagnostic x-ray 
services. 

® Acceptance by participating 
physicians of the Blue Shield al- 
lowance as payment in full, when 
the subscriber’s total annual in- 
come (including that of the wife 
or husband) is less than $3500. 

@ Exclusions and waiting peri- 
ods similar to Blue Cross-Blue 
Shield standard contract, including 
an 11-month waiting period for 
pre-existing conditions. 

In the future, rate adjustments 
in the senior citizen plan will be 
determined by the amount of serv- 
ices used by persons enrolled in 
the plan. This will in no way ef- 
fect rates of persons subscribing to 
other Blue Cross-Blue Shield con- 
tracts. ad 


Lois E. Gordner Appointed 
To PHS Nursing Position 


Lois E. Gordner, R.N., has been 
appointed chief of the Research 
and Resources Branch, Division of 
Nursing, U.S. Public Health Serv- 
ice. For the past three years she 
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has been engaged in original nurs- 
ing research and consultation on 
state-wide surveys. Previously, she 
served as a consultant to the Divi- 
sion of Hospital Facilities on the 
nursing aspects of hospital con- 
struction, and on assignment to the 
Division of International Health, 
she arranged training programs for 
foreign health workers. 

As chief of the Research and 
Resources Branch, Miss Gordner 
will administer a program of intra- 
mural research designed to im- 
prove patient care and will provide 
and direct consulting services on 
nursing problems for hospitals and 
for state, national and communitv 
groups. S 


Medical Stockpile Program 
Goes to Public Health Service 


The Public Health Service will 
assume responsibility for planning 
and operating the nation’s emer- 
gency medical stockpile program, 
it was announced recently by the 
Office of Civil and Defense Mobi- 
lization (OCDM) and the Depart- 
ment of Health, Education, and 
Welfare. 

The transfer of stockpile opera- 
tions from OCDM to the Public 
Health Service marks “a significant 
step toward mobilization readiness 
under the National Health Plan,” 
said OCDM director Leo A. Hoegh. 
The plan aims at developing an 
organization and procedures for 
managing medical facilities, per- 
sonnel and resources for national 
emergencies. The transfer involves 
about $200 million worth of medi- 


cal supplies and equipment, in- 
cluding 1932 “packaged” hospitals 
for civil defense emergency use. 

The transfer of responsibility is 
consistent with other civil defense 
and civilian health mobilization 
assignments given the Public 
Health Service by OCDM to insure 
health services for the civilian 
population in the event of major 
disaster or national emergency. ® 


Groups Elect Officers 


Washington State Hospital Association: 
president, William E. Murray, ad- 
ministrator, Olympic Memorial 
Hospital, Port Angeles; president- 
elect, Robert F. Brown, M.D., di- 
rector, The Doctors Hospital, 
Seattle; first vice president, Mrs. 
Lenore Eckhardt, administrator, 
Adams County Memorial Hospital, 
Ritzville; second vice president, 
Sister Francis Xavier, administra- 
tor, St. Anthony’s Hospital, Wen- 
atchee; third vice president, Rodney 
Gannon, administrator, Samaritan 
Hospital, Moses Lake; treasurer, 
Alice W. Sandstrom, business man- 
ager, Children’s Orthopedic Hos- 
pital, Seattle; members of the 
board of trustees, Walter L. Hu- 
ber administrator, Tacoma General 
Hospital, and Mother Brendan, ad- 
ministrator, St. Ignatius Hospital, 
Colfax. & 


Michigan State University 
Offers Housekeeping Course 


The 13th annual course in hos- 
pital housekeeping will be offered 
at the Kellogg Center for Con- 
tinuing Education, Michigan State 
University, East Lansing, Mich., 
from April 3 to May 25. 

Enrollment is limited to 40 per- 
sons who are presently employed 
by a hospital or will be in the near 
future. Ten scholarships of $350 
each will be awarded by Hunting- 
ton Laboratories, Inc., Huntington, 
Ind. The deadline for scholarship 
applications is Feb. 9, 1961, and 
the winners will be selected by a 
committee of three hospital admin- 
istrators and a course coordinate. 

The hospital housekeeping course 
is sponsored by the American Hos- 
pital Association in cooperation 
with Michigan State University. 
Registration blanks and scholar- 
ship applications are available at 
most hospitals. 

Further information on the 
scholarships may be obtained from 
the American Hospital Associa- 
tion, 840 North Lake Shore Drive, 
Chicago 11, Til. 
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Announcing the NEW 


ARMSTRONG MO) 1h¥A=1~1-9'V I BABY INCUEATOR 


MODEL 188 


ACK of the Armstrong UNIVERSAL Baby Incubator is the Features You'll Appreciate 


experience of 17 years in the production of 30,000 baby 
incubators. This New Armstrong UNIVERSAL Baby Incubator 
also incorporates many of the ideas and suggestions made by 
doctors, nurses, and hospital administrators to provide the finest 
incubator for meeting all requirements in incubator care of new- 
born infants. Study the brief details here and then write or wire 
for complete information and special introductory price. 


ISOLATION—Many built-in features permit oper- 
ation without opening the lid or portholes. The 


ultimate in isolation is provided. 


FOUR HAND-HOLE OPENINGS—Two hand-holes 
in the front and two in the rear have soft, plastic 
shields which adjust automatically to wrists or 
arms. Clear plexiglass doors cover the hand- 
hole openings. ; 


FRONT LID OPENING —When open, the front lid 
lays flat on top of hood and permits normal 
handling of baby without complete loss of heat, 
humidity or oxygen. 


SAFE, AUTOMATIC HEAT CONTROL— When the 

heat control dial is set as desired, a forced air 

circulation unit assures automatic temperature 

t 4 control to plus or minus one degree. For maximum 

BED TEae aed areas a ees > safety, each heating unit is equipped with two 
thermostats. The sealed heating unit is guaran- 


ENN a ee teed service-free for three years if not abused. 
DOUBLE THERMOSTAT 


EASY-CLEAN FAN AIR-FILTER —The forced air circulating unit draws 
air through a large sub-micronic filter to provide 
maximum isolation. Filter is extra-large to reduce 
frequency of replacements. 


CLEAR-VIEW THERMOMETER —A special shield 
affords clear view of armored F, & C, thermom- 


eter, even if condensate forms. 


HUMIDITY CONTROL— Humidity control dial oper- 
ates a damper for low to high humidity. 


AIR FLOW ASSEMBLY 
EXPOSED INTERIOR 
FOR THOROUGH CLEANING 


TILTING BED —The large tilting bed of heavy-duty 
plastic with smooth finish is easily cleaned. The 
air foam mattress is never too hot nor too cold, 
but heated to incubator temperature. Two knobs 
on front tilt bed to Trendelenburg or Fowler 
position without opening incubator. 


EASY CLEANING—The incubator can be kept 
spotiessly clean with minimum effort. Heating 
unit, humidity reservoir, and air flow assembly 
can be quickly removed without tools to expose 
the entire stainless steel interior. 


A COMPLETE UNIT—With the exception of a 
weighing scale (available as extra equipment), 
the Armstrong UNIVERSAL Baby Incubator is 
a complete unit that incorporates everything re- 
quired in a baby incubator. Other equipment not 
SEE pS ae Na described here includes nebulizer, oxygen cylin- 
der carrier, ice chamber, |.V. stand, and large 


front and left side. Oxygen cylinder carrier, 
etched instruction plate and nebulizer are roomy cabinet fitted with shelves and doors. 
on left side. 
The smaller photograph below shows front 
and right side. Air filter and oxygen inlet 
controls are placed on the right side. 


THE GORDON ARMSTRONG CO., INC. cic.’ Sone 


Available in Canada from Ingram & Bell, Ltd., Toronto Montrea Winnipeg — Calgary Vancovuve 


t 





Two-Thirds of Population 
Has Health Insurance: PHS 


According to a report recently 
published by the Public Health 
Ser) ice’s U.S. National Health 
Survey, about two-thirds of the 
civilian noninstitutional population 
of the United States had some type 
of voluntary health insurance dur- 
ing the last half of 1959. 

The report is based on household 
interviews, made during the period 
from July through December, 1959, 
of a representative sample of 
approximately 19,000 households 
containing an estimated 62,000 
persons. 

It was found that rates of cover- 
age were highest in the age bracket 
containing the majority of the 
working population, in urban and 
nonfarm areas, in the middle and 
upper income brackets, and in the 
Northeast and North Central areas 
of the country. The results show 
that about 67 per cent of the ci- 
vilian noninstitutional population 
had some hospital insurance, 62 
per cent was reported to have 
surgical insurance, and 19 per cent 
to have insurance against the cost 
of physicians visits at home or in 
the doctor’s office. 

The three forms of insurance re- 
ported on are: hospital insurance 
which pays all or part of the bill 
for the hospitalized person; surgi- 
cal insurance which pays all or 
part of the bill of the physician 
performing an operation either in 
a hospital or in his office; and 
doctor-visit insurance for nonsur- 
gical care including home or office 
visits for treatment, diagnostic ex- 
aminations, or other procedures. ® 


Two New Jersey Hospitals 
Join Home Care Experiment 


Two more New Jersey hospitals 
have joined New Jersey Blue Cross 
in an experimental “home care” 
program. They are Mountainside 
Hospital, Montclair and Beth Israel 
Hospital, Newark. 

The program, which has been in 
operation at Hackensack Hospitai 
and the Hospital Center at Orange 
since September, provides for home 
therapy under the supervision of 
the patient’s personal physician. 
(See Oct. 16 issue of this Journal, 
page 122, for details.) . 


California Osteopaths Plan 
Submitted for AMA Approval 


The groping attempts at some 
sort of working agreement between 


120 


the American Medical Association 
(AMA) and the American Oste- 
opathic Association (AO) entered 
another stage recently when the 
AOA expelled its California affili- 
ate. The national body expelled 
the state group for “acting in a 
manner detrimental to the entire 
profession”’. 

The state osteopathic association 
had been discussing merger with 
the California medical society. In 
California, both medical doctors 
and osteopathic physicians must 
complete four years of work in an 
accredited medical school and two 
years of residency in a hospital. 
State medical board examinations 
for the two groups are similar and 
licenses to practice medicine and 
surgery are identical. 

It was reported that the leaders 
of the AOA regard the favorable 
view of the state medical associa- 
tion toward the suggested merger 
‘as merely masking its desire to 
take over and control” the new 
450-bed osteopathic hospital in 
Los Angeles. 

The House of Delegates of the 
AMA was to consider a report on 
the California situation at its an- 
nual meeting in Washington, D.C., 
the week of November 28 to De- 
cember 2. 

Dorothy Marsh, D.O., president 
of the California Osteopathic As- 
sociation, stated, “If unification 
comes to pass, no D.O. licenses 
would be issued in California. It 
may be that we will never be able 
to reach full unification. But we 
insist on the right to discuss it 
with the medical association.” #® 





Introducing the authors 
(Continued from page 12) 


trative assistant at the Jewish 
Home for Aged, Detroit, for three 
years. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Title is active in several or- 
ganizations in the Detroit area. He 
is the immediate past president of 
the Greater Detroit Association of 
Hospital Purchasing Directors. He 
also formerly served as program 
and membership secretary for the 
Greater Detroit Area Association 
of Personnel Directors. 

He completed his undergraduate 
work at the College of the City of 


New York and received his mas- 
ter’s degree in social work from 
the University of Michigan. 





Association section 
(Continued from page 62) 


ILLINOIS 
Kenmore House, Chicago 
Skylanes Acres Nursing Home, 
Crete 
INDIANA 
Lu-Ann Nursing Home, Nappanee 
Dor-a-Lin Nursing Home, South 
Bend 
KANSAS ; 
Kansas State Soldiers Home, Fort 
Dodge 
MARYLAND 
Christ Child Home for Convales- 
cent Children, Rockville 
MASSACHUSETTS 
The Recuperative Center, Boston 
MICHIGAN 
Arthur Nursing Home, Grand 
Rapids 
MINNESOTA 
Sholom Residence, St. Paul 
MISSOURI 
Odd Fellows Home, Liberty 
The Charles the First, Normandy 
Jewish Center for the Aged, St. 
Louis 
St. Anne’s Home, St. Louis 
NEW JERSEY 
Theresa Grotta Home, Caldwell 
Morristown Rehabilitation Center, 
Morristown 
Hartwyck Nursing and Convales- 
cent Home, Paramus 
NEW YORK 
Linwood-Bryant, Buffalo 
WISCONSIN 
Home for Aged Lutherans, Wau- 
watosa 


vocuensvonnensoccevenereanevenssoseveveenvoosieneensnan 


Hospital association meetings 
(Continued from page 6) 


12-14 Labor Relations, Chicago (AHA 
Headquarters) 

13-14 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 

19-21 Quebec Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

19-21 Hospital Librarianship, Chicago (AHA 
Headquarters) 

19-21 Southeastern Hospital Conference, 
Memphis (Municipal Auditorium) 
(Continued on page 122) 
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PACKAGE FOR 


ee 


HANDLING THE — 
DECEASED 





SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 
PAC distributor. (See below). 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) ¢ CHIN STRAP e THREE UNIFORM 


IDEN’. TAGS ¢ TWO CELLULOSE PADS 


@ FIVE TIES. 


Each SHROUDPAC comes in a poly- 
ethylene bag designed to hold the 
personal belongings of the deceased. 


oe 


PATTON HALL Inc 2265 W. ST. PAUL AVE. 

7 e CHICAGO 47, ILLINOIS 
Featured by these Leading Hospital Supply Distributors throughout the United 
States and Canada: A. S. Aloe Co.—E. F. Mahady Co.—Will Ross, Inc—Physi- 
cians & Hospitals Supply Co., inc.—ingram & Bell Ltd. (Canada)—American 
Hospital Supply Corp.—Meinecke & Co., Ine. 
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the DIFFERENCE 


Since competent campaign directors employ the 
same general techniques, why is it that some 
campaigns fail and some succeed? 


Often the answer is the man on the job. The 
John F. Rich Company employs proved campaign 
techniques. And, we make sure that the man 

on the job is the right man to fit the differences 
found in each campaign. For fourteen years .. . 
and one-hundred campaigns... 


For confidential information without obligation 
contact 


JOHN F. RICH COMPANY 


3 PENN CENTER PHILADELPHIA 2, PA. 
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dependable 
rugged 
quiet 


DIA-PUMP 


for continuous trouble-free performance 


| wherever compressed air is needed! 


| The work-horse Dia-Pump® is designed for continuous 
heavy-duty operation. Always ready for instant ise— 
| cannot “freeze”, rust or jam, diaphragm pump requires 
| no oil. Specially valuable in operating and recovery rooms 
| because its unique sound-proof design insures quiet, 


smooth performance. 


Three low-cost portable models and new explosion-proof unit avail- 
able. Write for more information or phone collect from any point 


in the U.S.A. 





/ AIR-SHIELDS, INC. J A 


Hatboro, Pa., U.S.A. OSborne 5-5200 
Leaders in electronic research and engineering to serve medicine. 
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5 Evening and Night Nursing Service, 
Detroit (Pick-Fort Shelby Hotel) 
Shared Dietitian and Dietary Con- 
sultant, Chicago (AHA Headquarters) 

4 Credits and Collections, Atlanta 
(Henry Grady Hotel) 

6-27 Tennessee Hospital Association, Gat- 
linburg (Riverside Hotel) 


Recreation for the chronically ill 
(Continued from page 49) 


functional and are medically pre- 
scribed, while recreation activities 
are primarily for enjoyment. Some 
examples of integration of the two 
programs include: 

1. Patients receiving occupa- 
tional therapy for standing toler- 
ance quite frequently work on their 
recreation projects. 

2. Projects undertaken in the 
occupational therapy department 
frequently reach a stage where the 
desired functions are no longer 
required but the project is incom- 
plete. These projects can be com- 
pleted as part of the recreation 
program. 

3. To avoid costly duplication 
of tools and equipment, quite fre- 








quently the two departments share 
facilities. 

Other programs for adults in- 
clude the design, writing and 
printing of ‘“Sunnyview Tales,” a 
monthly publication. 

During the summer months, the 
adults have the opportunity to 
enjoy community facilities, such 
as summer stock and drive-in 
movies. 

With the completion of the cur- 
rent building program, a large 
outdoor area has become available 
for recreation. This area features 
a children’s playground, a barbecue 
grill, tables and benches, a basket- 
ball court, paved walks and light- 
ing. Local garden clubs will par- 
ticipate in the landscaping of this 
area. 

The recreation program at Sun- 
nyview is constantly being eval- 
uated and revised to better meet 
the needs of the patients. The 
success of this program is depend- 
ent upon the energy and ingenuity 
of a large number of volunteers, 
support from the hospital’s auxil- 
iary and the cooperation of all 
departments. a 





Top Versatility With 
Manual Operation Economy 


Hospital or domestic spring heights obtainable with 
folding type, single crank. Head or foot end may be 
raised or lowered separately. Ultra-Variable, 2- 


Meet your Shelby Representative! 


He’s no ordinary printing salesman, for underneath this hat 
you'll find a great deal of know-how about the record-keeping 
operations of today’s modern hospital. He sells more than 
paper and ink... he solves problems, helps you reduce paper 
work, cut record keeping time and, more often than not, can 
save you money on your printed forms. His office is nearby. 
Call him or write: 


THE SHELBY SALESBOOK COMPANY, SHELBY, OHIO 


crank spring bottom adjusts to Trendelenburg or 
Fowler positions. Rugged quality, superior finishes 
assure years of trouble-free service. Economical 


original cost. 


For Complete Detail and 
Names of Dealers in Your 
Territory, Write: 

CONTRACT DEPT. K-16 


SUPERIOR . 
O CORPORATION 


759 $. Washtenaw Ave., Chicage 12, Ill. 
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“When we put in 
the Payroll 
Savings Plan... 


“It fitted into our operation perfectly... 


“T had an idea it might be a bit complicated to install the 
Payroll Savings Plan. Seeing all our people, explaining 
how it operates, pointing out its advantages. Put the way 
it worked out it was simplicity itself. 

“All we did was contact our State Savings Fonds Direc- 
tor. He outlined the campaign for us, working through 
the bond officer we appointed. A short, company-wide 
person-to-person canvass was set up—and the ‘esults were 
absolutely amazing. Some of our people told us later that 
since they found out how convenient it is to save regularly 
through the Payroll plan they have actually increased 
other investments, too!” 

When your company has a flourishing Payroll Savings 
Plan for U.S. Savings Bonds, participating employees have 
the added satisfaction of helping to keep America strong. 

For prompt, friendly help in setting up a Payroll 
Savings Plan in your organization, contact your State 
Savings Bonds Director. Or write Savings Bonds Division, 


U.S. Treasury Department, Washington, D.C. 


Lo 





ALL U.S. SAVINGS BONDS—OLD OR NEW—EARN ¥%% MORE THAN BEFORE e — 


wees F 


[a Ae 
vt OS Pp ITA LS a derdinbined Association @ 
<a 


THE U. S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 


lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 
Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 
Contract Rate: 
lines, 13 pica columns, $1.60 per 


Six-point body 


line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





INSTRUCTION 


UNIVERSITY OF OSLO INTERNATIONAL 
SUMMER SCHOOL offers again: MEDI- 
CAL CARE AND PUBLIC HEALTH 
SERVICES IN NORWAY. Planned for 
physicians, dentists, health administrators, 
nurses, social workers. (Registration lim- 
ited) July 1-28, 1961. Write: Oslo Summer 
nee Admissions Office, Northfield, Min- 
nesota. 








POSITIONS OPEN 


NURSE-ANESTHETIST: Registered nurse 
with experience in supervision and anes- 
thesiology, to work as anesthetist, reliev- 
ing director of nurses, assisting with train- 
ing program for nurses aides. Salary range 
$464.00 to $581.00 per month. Starting sal- 
ary $519.00 if experienced in anesthesiology. 
Modern, well equipped hospital in rural 
area. 15 working days vacation annually, 
sick leave, retirement system, including 
social security. Living accommodations for 
single person at nominal charge. Contact 
William A. Winn, M.D., Tulare-Kings 
Counties Hospital, Springville, California. 








DIRECTOR OF NURSES: 72 bed hospital 
under expansion in Chanute, Kansas. Ex- 
cellent physical plant. Good ‘working con- 
ditions. Must have supervisory experience. 
Starting salary $5400-$6000 dependent upon 
qualifications. Please contact Administra- 
tor, Meosho Memorial Hospital. 





ASSISTANT MEDICAL RECORD LI- 
BRARIAN: R.R.L. 695 bed teaching hospi- 
tal, continuous research programs. Inte- 
gral part of developing 236 acre Detroit 
Medical Center. Standard nomenclature, 
terminal digit, I.B.M. Staff of 25. Salary 
commensurate with qualifications. Excel- 
lent personnel policies. Write Personnel 
Director, Harper Hospital, Detroit 1, Mich- 
igan. 





DIETI1{LAN: 133-bed General hospital; ap- 
proved by the JCHA and by the AMA. 
Fully air-conditioned, 1 hour from Beach 
Resorts. Salary Open. Virginia Henderson, 
Administrator, San Bernardino Community, 
1500 West 17th Street, San Bernardino, 
California. 


DECEMBER 16, 1960, VOL. 34 





CLASSIFIE 


DIRECTOR OF INSTITUTIONS AND 'DE- 
PARTMENTS MILWAUKEE COUNTY: 
Salary $18,072 to $22,728 annually. Resi- 
dence and utilities furnished. Vital exec- 
utive position, to have administrative 
responsibility for the management, oper- 
ation, maintenance and improvement of 
County institutions and departments in- 
cluding large medical and surgical hos- 
pital, hospitals for acute and chronic 
mentally ill, tuberculosis sanatorium, 
dispensary and emergency hospital, in- 
firmary, psychiatric guidance clinic, home 
for dependent children, department of 
public welfare, central administration 
offices and various maintenance services, 
which utilize more than 4,000 employees 
and have an average daily population of 
approximately 5,500 patients; annual 
budget appropriation approximates 52 
million dollars. College graduate with at 
least 10 years experience in highly re- 
sponsible administrative or executive posi- 
tion which has demonstrated ability to 
handle large scale, major problems of 
administration and capacity for increas- 
ingly difficult and responsible assignments. 
County offers sound retirement plan in- 
cluding social security; liberal paid vaca- 
tion, holidays, sick allowance, medical 
insurance and group life insurance plan. 
Formal application must be filed before 
:00 P.M., Wednesday, January 18, 1961. 
Milwaukee County Civil Service Commis- 
sion, Room 206, Courthouse, Milwaukee 3, 
Wisconsin. 





ASSISTANT DIRECTOR: Gynecologic and 
Obstetric Nursing, approximately 200 beds 
including 66 bassinets. Master’s degree in 
Nursing Service Administration. Obstetri- 
cal nursing experience desirable. Salary 
commensurate with experience and quali- 
fications. Progressive personnel policies. 
Write to Director, School of Nursing and 
Nursing Service, The Johns Hopkins Hos- 
pital, Baltimore 5, Maryland. 





INSTRUCTOR, fundamentals of nursing in- 
tegrating medicine and surgery for three 
years school of nursing, 200-bed hospital, 
B.S. Degree in nursing education required. 
College affiliation for basic sciences, school 
program under supervision of educational 
director. Salary open and commensurate 
with education and experience. Open Now. 
Submit pertinent information and salary 
requirement to Mrs. Sarah E. Davis, Direc- 
tor of Nurses, East Liverpool City Hospi- 
tal, East Liverpool, Ohio. 





ASSISTANT DIRECTOR: Medical-Surgi- 
cal Nursing, approximately 400 beds in- 
cluding metabolism unit and general re- 
covery room. Master’s degree in Nursing 
Service Administration and/or Medical- 
Surgical Nursing. Salary commensurate 
with experience and qualifications. Pro- 
gressive personnel policies. Write to Di- 
rector, School of Nursing anc Nursing 
Service, The Johns Hopkins Hospital, 
Baltimore 5, Maryland. 





MEDICAL RECORDS LIBRARIAN. MUST 
BE REGISTERED. Complete charge of de- 
partment in 230 bed general hospital. Must 
have had sufficient supervisory experience 
to direct activities of the department. Ex- 
cellent opportu,jity. Contact Administrator, 
Sewickley Valley Hospital, Sewickley, 
Pennsylvania. 





STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 





GRADUATE NURSES; for General and 
Operating Rooms. Liberal personal poli- 
cies. Starting Salary $290.00 per month. 
Contact John C. Neal, Administrator, 
Jackson Hospital, Jackson, Alabama. Call 
Collect Ch 6-2407. 


MEDICAL RECORD LIBRARIAN, RRL. 
Seventy bed = eneral type hospital, 35 Doc- 
tors on Staff. Salary dependent upon quali- 
fications, paid vacation, sick leave. Apply 
Administrator, Natchez General Hospital, 
P.O. Box 520. Natchez, Mississippi. 








OUR 63rd YEAR 
HOODIE AR 
So V Wabash Chivaoo tt! 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately .upon request. 





THE MEDICAL BUREAU 
Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 


POSITIONS WANTED 


ASSISTANT ADMINISTRATOR OR AD- 
MINISTRATIVE ASSISTANT: 26-year 
Navy medical department background of- 
fered by 47-year-old veteran. Extensive 
background clerical, stores, sanitation and 
related duties. Currently employed non- 
hospital activities but desire opportunity 
with challenge. L. L. Heater, 2835 Rocklyn 
Drive, Des Moines, Iowa. 











MEDICAL RECORD LIBRARIAN, R.R.L., 
previous experience in organizing and re- 
organizing departments. Interested in work 
on Consultant basis only—Northern Illinois 
area. Address HOSPITALS, Box K-26. 





DIRECTOR OF NURSING: B5S., M.A. 15 
years New York experience, 3 years as 
Director. Desire San Francisco Area or 
Southern California. Address HOSPITALS, 
Box K-27. 





ADMINISTRATOR: FACHA; JCAH 100 
beds or more; South, prefer Florida; male; 
52; construction, reorganization experience 
small and large operations; 20 years ex- 
perience as administrator. Address HOS- 
PITALS, Box K-25. 





ADMINISTRATOR OR ASSISTANT AD- 
MINISTRATOR: Ten years hospital ex- 
perience as management controller and 
assistant administrator. B.S. major in ac- 
counting-Fellow AAHA. Address HOSPI- 
TALS, Box K-24. 
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just insert the INCERT 
It’s simple and safe 


‘“...in addition to being a disposable unit...[Incert] introduces a change in the 
traditional technique of adding a medication to intravenous solutions.’’* 


Eliminates “the use of: the traditional, and potentially hazardous, syringe-needle 
method...’’* in parenteral therapy. 


M@ No Ampules @ No Syringes @ No Needles @ No Autoclaving @ No Rinsing— 
Sterile Technique Is Unbroken. 





Note these findings: 
“The Incert System of disposable vials reduces . . . air-borne contamination ... to a minimum... .” 
“,.. the disposable vial system minimizes the potential transmission of infectious hepatitis.’* 


‘There is greater accuracy in delivering a pre-measured quantity of medication.” * 


*Bogash, R. C.; DeLa Chapelle, N.; Sowinski, R.. and Downes, D.: Disposable ‘ype Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 


INCERT 


developed by 
» TRAVENOL LABORATORIES, INC.%. ew” 








Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. worTON GROVE, ILLINOIS 
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